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Civo Lectures 


ON THE 
EFFICIENCY OF THE HEART 
AND ITS MEASUREMENT. 


University of London Advanced Lectures in eaortctonn. 
delivered at University College, Nov. 30th 
and Dec, Ist, 1925, 


By YANDELL HENDERSON, 


PROFESSOR OF APPLIED PHYSIOLOGY, YALE UNIVERSITY. 


LECTURE I.*—THE MEANING AND CONDITIONS OF 
EFFICIENCY. 

THE conception of the efficiency of the heart which 
is now current in clinical medicine falls far short of 
being as definite as is desirable. It is essentially 
qualitative. None of the tests now available, or 
employed by physicians, approach a real measurement 
of the supremely important function of the power of 
the heart. The physician applies his stethoscope at 
various points on the chest and listens. He percusses 
and thus outlines roughly an area of dullness. He 
has the subject change from the recumbent to the 
erect position. He has him step up and down on a 
chair, or climb a flight of stairs, and he notes the 
alteration of pulse-rate and arterial pressure. He 
notes also—and this is really a more significant test 
than any other—whether the patient is out of breath 
on moderate exertion. But all these tests, valuable 
as they are in the absence of any means of estimation 
more precise, do not constitute an adequate measure- 
ment of the efficiency of the heart. 

The heart is a pump. As with any other pump there 
is only one form of measurement that is direct and 
absolute—viz., measurement of the volume dis- 
charged by each stroke of the pump, or taking the 
rate of beat into account, the volume pumped per 
minute. Hitherto there has been no method available, 
except for quite special laboratory purposes, for 
measuring in litres a minute the volume of blood that 
the heart of a man, woman, or child, sick or well, 
resting or working, actually pumps in a minute. 
Fortunately, a method! has recently become available 
by which this measurement can be made quickly, 
easily, and on anyone; a method suitable alike to the 
laboratory or to clinical purposes. 

In the second lecture we shall consider some of the 
results already obtained with this method. But first, 
what should we understand by the term “ efficiency 
of the heart’’? What is it that the heart has to do? 
Evidently the heart does not exist and act simply for 
itself. It is not only a pump. It is also the chief 
respiratory organ of the body. It determines the supply 
of oxygen to the body and thus fixes the maximal 
amount of energy available for the body’s use. 


RELATION OF THE CIRCULATION TO RESPIRATORY 
METABOLISM. 

Modern physics, which only a little while ago drew 
a hard-and-fast distinction between matter and 
energy, now tells us that, fundamentally, matter is 
energy. In the living body there is one sort of matter, 
one element, which to all intents and purposes is 
energy. That element is oxygen. Each litre of 
oxygen absorbed in the lungs becomes for the use of the 
body almost exactly 4-8 large calories. The maximum 
theoretical variation is only from 4-7 calories, when 
the litre of oxygen is used to burn fat, up to 
5-05 calories per litre, when it burns sugar. For all 
physiological purposes, therefore, the most convenient 
unit of energy is the litre of oxygen. Thus the power 
supplied to the body by an athlete’s heart is about 
four litres of oxygen a minute, or in ordinary units 
of energy, 20 large calories a minute. This seems to 

a Lecture II. will appear in a coming issue of THE LANCET. 
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be about the maximum quantity that can be with- 
drawn from the air of the lungs and transmitted to 
the labouring muscles. 

Both in clinical medicine and in physiology there 
are two subjects which now are studied quite inde- 
pendently. The heart is one. The other is the 
energetics and gaseous exchange of the body, especially 
in the procedure of basal metabolism. Neither in 
clinic nor laboratory are these two subjects now 
associated except in a vague and hypothetical fashion. 
This is the greatest gap and defect now existing in 
both fields. Neither data nor methods have been 
available for the quantitative correlation of the volume 
of blood pumped by the heart, in all sorts of people, 
well or ill, with the respiratory exchange and energy 
expenditure. The object of these two lectures is, now 
that data and a method are available, to present a 
conception of the circulation and the heart based 
quantitatively on respiratory metabolism. 

EFFICIENCY OF THE LUNGS. 

The pumping power of the heart is, indeed, not the 
only element or stage in the passage of oxygen from 
the air to the tissues at which the flow of oxygen 
might be limited. It might be asked whether a man 
can breathe in and out of his lungs in one minute a 
sufficient volume of air to ventilate fully the maximum 
amount of blood that the heart can pump through the 
lungs. The figures for the volume of blood pumped 
by the heart, as determined by the new method above 
referred to, are 5 to 7 litres per minute during bodily 
rest, and 25 to 30 litres of blood flowing through the 
lungs in a minute during vigorous muscular work. 
The figures for respiration are 6 to 8 litres of air 
breathed during rest and 60 to 80 or even 100 or more 
as the actually observed volumes inhaled and exhaled 
by a vigorous man doing hard work. Evidently a man 
can breathe far more air than the amount corresponding 
to even the largest increase in the rate of circulation of 
the blood. Thus, when a man is out of breath, as we 
call it, from running, his trouble is not fundamentally 
in the inability of his chest muscles and the diaphragm, 
working on his lungs, to draw in and exhale enough 
air. The real limitation is in his circulation, that is, 
in the pumping. power of his heart, and in the trans- 
portation of oxygen and CO, by the blood. Similarly, 
the patient with cardiac disease usually has no sensa- 
tions that he refers to his heart, but reports that he 
is ‘short of breath,” although it is essentially his 
blood pump, not his air pump, that is defective. 

Air might be drawn into the lungs in sufficient 
amount and yet the diffusion of gases through the 
membranes of the lungs into the blood might be so 
slow that, during hard work, the blood rushing through 
in a torrent four or five times as fast as during bodily 
rest would be incompletely oxygenated. Space 
forbids dealing here with the literature of this topic. 
I have for some years past been engaged in investiga- 
tions on the absorption and elimination of volatile 
substances through the lungs. The evidence convinces 
me that, at least during full normal breathing, diffusion 
between the air and the blood in the lungs is virtually 
instantaneous. With any volatile substance the 
equilibrium of pressure in the gaseous phase in the 
air and in the dissolved phase in the arterial blood 
flowing from the lungs is at all times virtually com- 
plete. A. and M. Krogh have, indeed, reached a 
somewhat different conclusion on the basis of a method 
devised originally by Bohr for measuring the * diffu- 
sion constant ’’ of the lung by the diffusion of carbon 
monoxide; but Dr. J. S. Haldane tells me, and I 
mention it by his permission, that, in work not yet 
published, he finds that the diffusion of carbon 
monoxide is so rapid and complete that he also is 
led to estimate diffusion through the lung membranes 
as normally affording an almost instantaneous 
equilibrium between the air and the blood in the 
lun ss. 

Of course this condition does not hold when the 
lungs have been rendered cedematous by an irritant 
gas; and practically it ceases to apply in shallow 
breathing, as, for example, in pneumonia. But the 
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practical point is whether or not the power of an 
athlete or a normal working man is ever limited by the 
slowness of the diffusion of oxygen through his lungs. 
That this is not the case we can infer with certainty 
from an observation which everyone has made or 
can easily verify. It is that, even during the most 
intense physical exertion, the lips, ears, and cheeks 
of a normal man never show the faintest trace of 
cyanosis. A fact like this, one that can be observed 
and verified in everyday life, outweighs as evidence 
any amount of experimental laboratory demonstration 
that it ought not to be so. 


OXYGEN TRANSPORTATION BY THE BLOOD. 

The amount of oxygen that the heart can send to 
the tissues is limited by the oxygen capacity of the 
blood. According to the Haldane standard 18-5 c.cm. 
of oxygen is the maximum in 100 c.cm. of normal 
blood. It would be truer to say that the normal 
range is between 16 and 20 c.cm. of oxygen in 100 ¢c.cm. 
of blood. But 100 c.cm. of blood pumped by the 
heart do not represent 18-5 c.cm. (or 16 or 20) of 
oxygen available for the work of the tissues. Some of 
it, ranging from a sixth to a quarter, we may call 
high pressure oxygen, and this is all that is used 
during bodily rest. During heavy and continuous 
muscular work (such as digging with pickaxe and 
shovel) a much larger percentage is used, and we may 
call this medium pressure oxygen, because the larger 
the utilisation the lower falls the pressure. Finally, 
during extreme exertions such as an athlete makes in 
a contest, 60 or 70 per cent. may be utilised—that is, 
12 or 14 c.cm. of oxygen may be consumed by the 


Fig. 1. 


100. 
100. 


body remains normal at the usual basal metabolis:, 
for his size and age, and if the efficiency of his heart :; 
so reduced that it pumps only two-thirds of the norm:,! 
volume per minute, then the arterio-venous oxyge) 
difference will be 50 per cent. greater than in a norma! 
man, and the patient will experience a marked decrea: 
in his capacity for muscular exertion. In fact, we find 
in ambulant but easily winded cardiac patients tha‘ 
measurements of the circulation in sitting rest show 
about two-thirds of the normal blood-stream. Thus 
the large blood flow supplied by the normal heart, is 
important because it affords an ample supply of hig! 
pressure oxygen in the tissue capillaries. In fact, th 
arterio-venous oxygen difference is the best possibl: 
index and measure of functional efficiency of the heart. 

It is, however, probable that each tssue has a 
specific oxygen difference of itsown. That of muscle 
is large,as L. Hill and Nabarro have shown. Thus the 
increase of the general arterio-venous oxygen differenc: 
for the body as a whole during work is apparently du: 
in large part to the relatively greater proportion of 
blood flowing through the muscles. 


THE ARTERIO-VENOUS OXYGEN DIFFERENCE. 

Unfortunately, this is a figure which can only be 
calculated when every other factor has been measured. 
To determine it directly on a man would require that 
some blood should be drawn direct from an artery and 
its content of oxygen determined by analysis; and 
also that a long needle of a hypodermic syringe should 
be thrust through the chest wall into the right side of 
the heart so as to withdraw for analysis a sample of 
the mixed venous blood which it contains. The 
difference in the oxygen 
contents of these two 

ote samples would show the 
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and oxygen transporta- 
tion to the body’s oxygen 
consumption. Blood from 

a peripheral vein, such as 
a one in the arm, does not 
serve the purpose, because 
it comes from only a 
limited and special area 
and not from the body as 
a whole. Blood can be 
withdrawn from the heart 
of an animal without 
causing any pain or 
injury, and I have a 
friend in America, an 
enthusiastic young in- 
vestigator, who is willing 
and anxious to have 
cardiac puncture done on 
himself, but his associates 
decline. Fortunately, the 
figure for the arterio- 
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tissues from each 100 c.cm. of blood; and this we 
may call low pressure oxygen. 

In Fig. 1 are reproduced the oxyhemoglobin disso- 
ciation curve in the body (after Christiansen, Douglas, 
and Haldane) with some additions to illustrate its 
application in this connexion. The broken line is 
approximately the probable form of the curve during 
vigorous muscular exertion. The upright lines show 
approximately the amount of oxygen withdrawn in 
the tissues—that is, the arterio-venous oxygen differ- 
ence. With the new method of measuring the circula- 
tion we find that approximately, during bodily rest, 
lying down, the amount is 3 volumes per cent. ; sitting 
it is 4; standing it is 5 or more; during heavy work 
it is 7 or 8; and with intense exertion it is 12 volumes 
per cent. or more. The pressures corresponding to 
these amounts of oxygen are to be read from the scale 
below the abscissa. 

From this figure we see that, if in a patient with 
heart disease the total consumption of oxygen: by the 





venous oxygen difference 
can now be calculated 
for a man on the basis of 
a determination of his oxygen consumption and of 
his circulation. The one divided by the other gives the 
arterio-venous oxygen difference. 

The last stage in the passage of oxygen to the 
tissues is its diffusion from the blood in the capillaries 
into the working cells and especially into the muscle- 
fibres. As Krogh has pointed out, the force which 
causes diffusion from the blood into the tissues is the 
difference in the pressure of oxygen. The higher the 
pressure of oxygen the more rapid the diffusion. But 
the pressure of oxygen in the capillary blood is 
dependent upon the volume of the blood flow; a 
relatively large flow means a relatively large supply 
of oxygen and hence a relatively high oxygen pressure. 
When, on the contrary, the volume of blood flowing 
through the tissues is small in relation to the oxygen 
there consumed, its pressure falls far down on the 
oxyhemoglobin dissociation curve. Thus, the volume 
of blood pumped by the heart is the fundamental 
factor in the pressure of oxygen in the capillaries. 


12 "4 16 




















THE LANcET,] PROF. Y. HENDERSON : 


EFFICIENCY OF THE 





HEART. [Dec. 19, 1925 1267 








The normal value or amount of the arterio-venous 
oxygen difference in all vigorous mammals, such as 
dogs, men, and horses, is closely correlated with the 
intense metabolism required in warm-blooded animals. 
The value is probably nearly the same throughout the 
range of mammals of all sizes. Determinations in my 
laboratory have shown that this is certainly the case 
for dogs and men, from very small dogs up to very 
large men. The value is of the order of 3 or 4 volumes 
per cent. For inactive species of animals—e.g., the 
goat—it is probably larger. It is not dependent upon 
the animal’s size, that is, its weight, nor upon its skin 
area, total metabolism, and energy expenditure, but 
is probably a fundamental mammalian constant. It 
is one of the vital constants, like the osmotic pressure 
and hydrogen-ion concentration of the blood, and its 
sugar-content, or body temperature, arterial pressure, 
and so on. Physiologically, health may be defined as 
the maintenance of all such ‘* vital constants ”’ within 
the range of their normal variations. A single figure 
for any one of them is quite unjustifiable and misleading. 
They vary within a normal range. Disease is the per- 
version of one or more of them to a value beyond the 
normal range. 


THE VOLUME OF THE CIRCULATION. 


The approximate uniformity of the arterio-venous 
oxygen difference affords an absolute arithmetical 
proof of another important fact—namely, that the 
circulation in all vigorous active mammals of all 
sizes during rest is about 25 to 30 litres of blood 
pumped by the heart for each litre of oxygen consumed 
in the body’s metabolism. 

This conclusion in turn leads to another, for if the 
basal metabolism, normal for a man or animal, 
determines the amount of blood flowing through the 
lungs during bodily rest, we next ask the question : 
What determines the individual’s basal metabolism ? 
The answer to this question is afforded by Rubner’s 
law that all mammals have approximately (i.e., 
within a certain range) the same amount of heat 
production, and therefore the same oxygen consump- 
tion, per unit of skin surface. On this account small 
animals have a very high metabolism for their body- 
weight. Mice have many times as great a skin 
surface, exposed to the cooling action of the atmo- 
sphere per gramme of weight, as men have. So a 
mouse eats his own weight of food in about as many 
days asa man does months. The volumes of air that 
are breathed by mice and men, and the volumes of 
oxygen that they consume, are in the same proportion. 
Even for human beings of various sizes, men, Women. 
and children, it has been shown by Benedict, and 
particularly by Du Bois, that it is not body-weight 
that underlies the basal metabolic rate and therefore 
the resting oxygen consumption; but that the main 
factor is skin surface. 

‘So we arrive inevitably at the conclusion that the 
rapidity of the circulation, that is, the pumping 
activity of the heart in healthy men and animals, is 
not proportional to their body-weights, but in general 
(for animals corresponding in other respects, especially 
activity and vigour) to their surfaces, that is, their 
skin areas. And we see that small mammals and 
small people must have relatively large circulations 
and relatively active hearts per kilo of body-weight. 
The circulation index, as we term it, for man, and 
probably for all vigorous active mammals of all sizes, 
is of the general magnitude of 3 or 4 litres of blood 
per minute per square metre of skin. For lethargic, 
but non-hibernating, mammals of all sizes it is probably 
about a third less per square metre. 

The next question is: How does the heart of a 
small mammal or a small person accomplish this 
relatively greater pumping action ? How in larger 
subjects is the pumping relatively less ? The volume 


of blood that the heart drives to the lungs each minute 
in any individual is the arithmetical product of two 
factors: (1) The number of heart-beats in a minute, 
that is, the pulse-rate ; and (2) the volume of blood 
discharged by each beat, that is, the so-called stroke 
volume. 


But for animals of different sizes, for people 











of different weights, and for both people and animals 
during the variations of activity of sleep and work, and 
extreme muscular activity, we wish to know whether 
and to what extent each of these factors is varied. 
The pulse, fortunately, is easily counted. But the 
stroke volume is less easily obtained. Indeed, what 
we want to know is: (1) How the stroke volume 
varies in animals and especially in people of different 
weights ; and (2) how it varies in an individual when 
he passes from rest into various degrees of muscular 
activity. These are separate problems and must be 
discussed separately. 

The resting or basal stroke volume in large and 
small animals and in large and small people, is it 
determined by body-weight or by body surface? Of 
course, the larger the stroke volume that a heart 
makes, the larger that heart has to be. If, then, small 
and large animals had hearts proportional in size to 
their skins, the hearts of such animals as men and 
horses would be quite small organs in relation to the 
size of the thorax, while the hearts of mice and rats 
would be so large as to fill the entire chest cavity. 
In fact, however, if the cross section of the thorax of 
a small mammal is projected by means of a stereoptical 
lantern on the screen and beside it is thrown the cross 
section of the thorax of a large mammal of correspond- 
ing vigour, the hearts are seen to be approximately 
of the same size. Thus the size of the heart is in 
general correlated with an animal’s body-weight 
(subject to the proviso of corresponding vigour) and 
not with its surface. The ratio of heart-weight to 
body-weight (as I am informed by Prof. A. J. Clark, 
who is preparing a review of this subject in the 
Cambridge Comparative Physiology series) is nearly 
the same in the rat, cat, pig, sheep, ox, and elephant. 
All of these are animals incapable of prolonged rapid 
running, and have therefore smaller hearts than such 
vigorous animals as dogs, men, and horses. On the 
physiological side the relation between the stroke 
volume of the heart and the body-weight for vigorous 
mammals, from small dogs up to large men, has been 
worked out in my laboratory. We find that, in all 
healthy, vigorous individuals during bodily rest, the 
heart throws out at each beat approximately 1:4 to 
1-8 c.cm. of blood for each kilo of body-weight. This 
quantity needs a name, so we call it the resting or 
basal ‘‘ stroke index.’’ Vigorous, active men and 
animals have larger stroke indices than those which 
are lethargic. The relatively slow animals (rat to 
elephant) probably have a stroke index about a third 
smaller. 

So we conclude that: (1) the basal circulations of 
vigorous mammals of all sizes are proportional to their 
surfaces ; and that (2) the stroke volumes are propor- 
tional, not to their surfaces, but to their body-weights ; 
or, More precisely expressed, the stroke index for all 
vigorous men and animals of all sizes is probably about 
the same—namely, 1-4 to 1-8 c.cm. 

Evidently the basal or resting pulse-rates for men 
and animals of corresponding vigour must be func- 
tions, not of body-weight, but of the ratio of 
body surface to weight. In general the data 
available verify this deduction. The resting pulse- 
rate for a horse is about 40 per minute, for a 
vigorous man about 60, for medium-sized dogs 
about 110, for cats considerably more, and _ for 
quite small animals many hundred beats per minute. 
In general, as Miss Buchanan? found some years 
ago and as Pref. A. J. Clark shows in the review which 
he has kindly allowed me to see in manuscript, when 
the vigour and activity of the species and individual 
are allowed for, the pulse-rate is found in accord with 
the surface weight ratio. 

THREE RESERVES OF THE CIRCULATION. 

The variations in the circulation of an individual, 
for example an athlete, when he is at rest or exercis ing 
moderately or making a maximum exertion in a 
contest, is a more difficult problem to estimate. The 
circulation has three possible reserves: (1) the pulse- 
rate may be accelerate1; (2) the arterio-venous 


* Buchanan, F. : 
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oxygen difference may be increased; and (3) the 
stroke volume of the beats may be augmented. 

The pulse is accelerated by even the slightest 
muscular exertion,even in the most vigorous men. This 
acceleration is usually roughly, apart from the factor 
of mental excitement, proportional to the oxygen 


consumed for degrees of activity from a state of | 


complete rest up to that of quietly moving about one’s 
room or office or laboratory. With increased exertion, 
such as walking at a fair pace, and still more for 
considerable muscular efforts, the evidence from a 
number of lines of observation makes it certain that 


the second factor, the arterio-venous oxygen difference. | 


is drawn on. The venous blood contains less oxygen 
during work than during rest. The character of the 
variations in the third reserve of the heart, the stroke 
volume, has long been the most important and most 
difficult problem of the circulation. Does the heart 
not only beat faster but also discharge a larger volume 
at each stroke when the individual is working, in 
comparison to the stroke volume when he is resting ? 

As this topic will have to be considered rather fully 
in the second lecture, we may leave it until then. 
Indeed, before we attempt to consider the answer and 
its significance we must first take into account certain 
mechanical conditions which affect the stroke of the 
heart. 


LIMITS OF THE STROKE VOLUME. 


One of these conditions is the capacity of the peri- 
cardial sac. It amounts to about 7 to 10 c.cm. per 


PERICARDIAL VOLUME 


| It is by a progressive decrease of the circulation and 


particularly by decrease of the stroke volume of the 
heart. This is the way that patients die after surgical 
operations—the process of shock ; it is also usually the 
termination of acute disease. Arterial pressure is 
not the element of primary failure, for its controlling 
mechanism, the vasomotor nervous system, is func- 
tionally capable until near the end. Nor is it the 
contractile power of the heart that fails; for in 
animals under experiment and in patients nearing 
death, the infusion of fluid into a vein, in quantity 
sufficient to supply the right heart momentarily with 
a nearly normal volume, is responded to by the heart 
with beats of nearly normal amplitude. It is thus in 
the venous return to the heart that we find the factor 
that fails progressively. The heart can pump into the 
arterial system no more than the volume of blood that 
the venous return from the body supplies. 


THE VENO-PRESSOR MECHANISM. 

The veno-pressor mechanism is a topic at once 
important and difficult. Apparently the blood 
vascular system consists of two main parts: (1) the 
arteries and arterioles whose tonus is controlled by the 
vaso-motor nervous system, essentially as Claude 
Bernard defined it; and (2) the capillaries and veins. 
Failure of the first of these is manifested as syncope or 
fainting; failure of the second is what is loosely 
termed shock of the traumatic, toxzmic, acapnial, 
histamine, and other varieties. 

The mechanism  con- 
trolling the venous return 
is still obscure, but during 
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health its activity is 
obviously correlated with 
the gaseous exchange in 
the tissues. When a man 
exercises, the production 
of carbon dioxide in his 
tissues is increased, and 
so also the venous pressure 





kilo body-weight, or a maximum stroke for each side 
of the heart of 3-5 to 5 c.cm. per kilo body-weight. 
The ventricles never, during normal activity, contract 
down to the obliteration of their cavities, but some 
blood remains in them. It is probable that during 
diastole they never expand to such an extent that the 
pericardial sac is brought taut, except possibly 
coincidentally with heart strain. The normal relations 
are shown in Fig. 2. 

Measurement of the circulation and of the stroke 
volume was one of the chief objects of one of the 
greatest of the schools of physiology, that of Ludwig 
and his pupils and their many followers in all lands 
where physiology is studied. The direct results of 
all the work of all these investigators are, however, 
in respect to this particular topic, extremely meagre 
and misleading. If we examine critically all their data 
(as I had occasion to do recently in preparing a review* 
upon which I am drawing in this lecture) we find that 
the stroke index of the resting mammal would be of 
the magnitude of 0-5 ¢.cm. or even 0-3 c.cm. But if 
we calculate the volume of circulation that this would 
give a man of moderate size it comes to only 1 or 2 
litres a minute ; and if we take into account the oxygen 
consumed by such a person even under basal condi- 
tions in bed at complete rest, we find that such a 
circulation would barely carry enough oxygen, or 
at a stroke index of 0-3 c.cm. would not carry enough 
oxygen to keep him alive. 

Although the results of classical physiology are thus 
seen to be of no validity on the great problem to which 
they were primarily directed, they are of immense 
value for the light they throw on another matter of 
scarcely less importance—namely, how the vital 
mechanism runs down to its final standstill; in other 
words, the process by which the great majority of men 
and animals die what we call “ natural deaths.’’ 

Henderson : 


Physiological Reviews, 1923, iii., 165. 
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and the venous return are 

augmented. Moderate 
exercise, while breathing air containing 4 to 6 per 
cent. of carbon dioxide, induces an enormous dilata- 
tion of the veins and a very high venous pressure. 
Contrariwise in patients after a prolonged surgical 
operation under open ether anesthesia with over- 
ventilation of the blood and consequent acapnia, 
the skin is pallid, the veins imperceptible, and the 
circulation much decreased. In patients in this 
condition inhalation of carbon dioxide in air or oxygen 
restores a pink colour to the skin; the veins, such as 
the jugular, again become visible and a full pulse 
and normal arterial pressure soon return. 


THE METER OF THE CIRCULATION. 

For our present purpose the important relation is 
that between venous pressure and the extent to which 
the right ventricle is filled and distended in diastole. 
It is the right ventricle which acts as the meter of 
the circulation, while the left ventricle serves as a 
force pump to drive against arterial pressure whatever 
quantity the right measures off to it. It is probable 
that, whenever the left ventricle fails to pump onward 
easily as large a volume as the right heart sends to it, 
pulmonary congestion results. In fact, the relative 
diastolic distensibility of the two ventricles is probably 
the principal condition controlling and regulating the 
volume of blood in the lungs. 

It is always necessary to be cautious and critical 
regarding evidence from experiments on animals under 
operative conditions, and particularly those on 
excised organs and tissues, like the perfused heart and 
in general toward what Haldane terms “ fragments of 
frogs and other animals.’’ Observations on such 
fragments have not the direct validity of observations 
on an organ or tissue when functioning normally in 
the whole live animal or man under real conditions. 
But as regards a preparation of the heart outside the 
body, we now have criteria for estimating whether it 
is acting approximately normally; it must make 
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effective strokes of 1:5 to 2-0 c.cm. per kilo body- 
weight of the animal from which the heart was taken, 
and it must do this when supplied with blood under 
venous pressures no greater than those which occur 
in the body. The amount of carbon dioxide in the 
blood is an important factor in determining the 
diastolic distensibility of the heart. 

In perfused hearts which fulfilled these requirements, 
Prince and I * succeeded in measuring the stroke 
volumes of the two ventricles separately under various 
venous distending pressures. From zero up to slightly 
more than a normal resting venous pressure, the stroke 
volume of the right ventricle varied in proportion to 
the pressure. Above that pressure there was no 
appreciable increase of stroke volume. The left 
ventricle behaved quite differently. From zero 
pressure up to a moderate afferent pressure the 
cavity was not distended at all, and no blood was 
pumped. With further rise of the pressure (corre- 
sponding to that in the pulmonary veins) the strokes 
increased progressively, until at fairly high pressures 
the left ventricle made much larger strokes than any 
of which the right ventricle was at all capable. This 
behaviour of the left ventricle seemed to us to afford 
an explanation of why the lungs are never drained of 
all blood by an excessive activity of the left ventricle, 
and never in health over-distended and congested by 
relatively insufficient activity by the left ventricle. 
It adjusts its strokes automatically to the pulmonary 
blood pressure and thus takes no more nor less than 
the right heart measures to it. 

Many years ago I obtained on dogs volume curves 
of the two ventricles together. The chest had been 
opened so as to allow the adjustment of a plethysmo- 
graph or cardiometer connected with a large, light, 
loosely-covered tambour. In Fig. 2 are shown types of 
such volume curves and their graduation in cubic 
centimetres per beat per kilo body-weight. The solid 
lines show the strokes at various rates of beat when the 
volume and pressure of the venous return were adequate 
and normal. The dotted lines (except the large 
stroke at the right) show the slow filling and decreased 
amplitude of beat under subnormal venous pressure. 


SIZE OF THE HEART IN DIASTOLE. 


It would, indeed, be a case of ‘‘ bringing coals to 
Newcastle ’’ for me to discuss this topic further here 
(at University College), where Prof. Starling, his 
associates, and pupils have made such extensive and 
valuable contributions to this very topic by means of 
the heart-lung preparation. As summarised by Starling 
in his Linacre lecture, the law of the heart defining the 
relation of the amplitude of stroke to the pressure and 
volume of the venous return to the heart is as follows : 
Within physiological limits the larger the stroke volume 
of the heart the greater are the energy of its contrac- 
tions and the amount of chemical change at each 
contraction. In other words, the energy of contraction, 
however measured, is dependent upon the length of 
the muscle-fibres. Any increase in the extent of active 
surface increases the energy of change, exactly as in 
striated muscle. Thus the uniformity of stroke volume 
against varying arterial pressures, which all investi- 
gators have found, depends upon the fact that, while 
the first few heart-beats after a rise of pressure are 
slightly subnormal in amount, the consequent increase 
of the volume of blood in the heart calls into play 
greater power of contraction. In a similar way 
this law explains the capacity of the heart to accept 
widely varying amounts of blood from the venous 
system, and to increase the amplitude of its stroke 
so as to pump the whole increased volume from the 
venous side over into the arteries. 

As it applies to the heart of a normal animal or 
man passing from rest into muscular activity, this 
general principle will need to be reconciled, as it 
doubtless will be, with evidence from an entirely 
different line of investigation—namely, observations 
by?means of the X ray.® According to Bruns, in 


Heart, 1913, v., 217. 
* For literature see Henderson, Physiological Reviews, 1923, 
iii., 165 
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Germany, and Meek and Eyster, in America, the 
heart shadow is not larger during physical exercise, 
although the venous pressure is certainly increased 
over its resting value. If, then, the shadow is a reliable 
index of changes in the volume of the heart, we must 
suppose that an increase of stroke volume during 
physical work is effected by the ventricles contracting 
more completely in systole ; a response for which the 
law of the heart also provides, although not so directly 
as it would if the size of the heart were increased 
in diastole by the increased venous pressure during 
muscular work, 

There is another point which must be considered— 
namely, that the heart during its systolic contraction 
and diastolic expansion does not obey the law of 
the cube, as is usually assumed. If its shape during 
all phases of its activity were the same, its volume 
would vary as the cube, and its shadow as the square, 
of any linear dimension. The volume curve of the 
ventricles would then differ widely from the form of 
curve expressing the shortening of the cardiac muscle- 
fibres. In fact, however, it is well known that the 
volume curve of the ventricle (as in Fig. 2) has almost 
exactly the same form as the isotonic contraction 
curves of striated and of cardiac muscle. This fact 
seems to indicate that the heart does not contract 
and expand symmetrically in all diameters. If this 
interpretation is correct it adds considerably to the 
already difficult quantitative interpretation of the 
heart’s X ray shadow as a measure of volume in three 
dimensions, from observation of the shadow which 
has only two dimensions. 

In the volume curves of the heart (as in Fig. 2) both 
the systolic and the diastolic volumes are decreased, 
coincidently with increased tonus, during rapid rates 
of beat. 

CONCLUSIONS, 

The only adequate expression of the efficiency of 
the heart is one based on accurate measurement of the 
volume of blood that the heart pumps and upon the 
amount of oxygen consumed by the body. The 
relation between these two functions determines the 
arterio-venous oxygen difference, and thus deter- 
mines the amount, and particularly the pressure cf the 
oxygen-supply to the working tissues of the body. 
In vigorous mammals of all sizes the arterio-venous 
oxygen difference during bodily rest is about 3 or 4 
volumes per cent. 

The volume of the circulation in vigorous men and 
animals at rest is about 3 to 4 litres of blood per 
minute per square metre of skin surface. The stroke 
volume for animals and men of corresponding activity 
is a function of their body-weights not their surfaces. 
For all vigorous mammals, including man, the stroke 
index during rest is about 1-4 to 1-8 ¢e.cm. per kilo 
per beat. The pulse-rate is in general proportional to 
to surface weight ratio and is thus in general an index 
of the intensity of respiratory metabolism. 

The mechanical conditions of the heart’s activity 
and its own behaviour make the right ventricle the 
meter of the circulation. The size of the stroke of 
this meter depends on the volume and pressure of the 
venous return. The veno-pressor mechanism is 
adjusted to act in relaiion to the intensity of the 
gaseous exchange of the tissues. 
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Nov. 23rd to 26th. An average of 300 people attended 
the sessions. Among the speakers were Sir William 
Beveridge, Sir Kingsley Wood, M.P., Miss Ellen Wilkinson, 
M.P., Sir Lynden Macassey, Sir Thomas Neill, Dr. Marion 
Phillips, Sir Henry Slesser, M.P., Sir Arthur Newsholme, 
Mr. Arthur Hayday, M.P., Sir Alfred Mond, M.P., and Lady 
Astor, M.P. Distinguished foreigners included Mr. Oudegeest, 
Secretary of the International Federation of Trades Unions, 
Signor Foscolo Bargoni, Director of Social Insurance at 
Rome, and Dr. Stephen Bauer, Secretary of the Inter- 
national Association for Labour Legislation. The proceedings 
and speeches have been published in book form and are on 
sale at the League of Nations Union, 15, Grosvenor-crescent, 
London, S.W. 1. 
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THE CLINICAL ASPECTS OF 
ISCH.-EMIC NECROSIS OF THE HEART 


MUSCLE.* 


By ALEXANDER GEORGE GIBSON, 
M.D. Oxr., F.R.C.P. Lonp., 
PHYSICIAN TO THE RADCLIFFE INFIRMARY, 


HON. OXFORD. 


ISCHEMIC NECROSIS, or, as named by Ziegler, 
myomalacia cordis, is the result of blockage of the 
circulation in the artery supplying the part affected. 
Only within comparatively modern times has it been 
referred to disease or obstruction in the coronary 
arteries; Jenner was the first to point out the 
connexion between angina pectoris and disease of 
the coronary arteries. Steven (Glasgow), writing in 
THE LANCET of 1887, was one of the first. if not the 
first, to make the association of coronary disease and 
ischemic necrosis. Occlusion of the coronary arteries 
may occur from embolism, or thrombosis, from 
calcification or fibrosis of the wall. If the occlusion 
is sudden. and the patient lives long enough, the 
coronary arteries being functional end arteries, the 
area affected becomes a pale infarct, which by gradual 
absorption becomes a fibrous scar, and then remains 
a contracted or depressed portion of the cardiac wall. 
If the occlusion be slow it is probable that fibrous 
tissue replaces the muscular tissue gradually without 
the intervention of a stage of necrosis that could be 
recognised by the naked eye. Two other important 
events may happen in the process : first, the formation 
of clot on the inner aspect of the necrosis, which 
by normal or vigorous cardiac action may become 
detached, forming emboli; secondly, the heart wall 
may be so weakened as to induce rupture. A series 
of well-authenticated and adequately described cases 
have been collected and are set down in the 
accompanying table. 

The cases include those in which blockage of arteries 
is implied by the anatomical appearances, by whatever 
cause; but it has been my endeavour to exclude all 
cases in which other lesions or processes coincident 
with the primary one of blockage of a coronary artery 
might interfere with the symptoms due to the local 
condition in the heart, such as septic embolism, 
syphilis, fibrosis from causes not clearly due to arterial 
ischemia, such as rheumatic. Though an extensive 
survey of the literature has been made the cases here 
set down are samples rather than an exhaustive 
collection. Also all consideration is omitted of 
occlusion of the very small arteries which may give 
rise to minute patches of fibrosis. 

In so far as blockage of arteries may be the result 
of many causes, ischemic necrosis is not confined to 
one period of life ; ; the youngest case I have found was 
a man of 23 reported by Osler? in 1891. In one of 
my own series of post- -mortems, a female aged 25, who 
showed hysterical symptoms following an attack of 
influenza, died suddenly, and was found to have 
thrombosis of her pelvic veins and an embolus of 
a coronary artery with typical ischemic necrosis. But 
the larger number of cases met with are the result 
of the arteriosclerotic lesions, and it really therefore 
becomes a study of the senile heart. 

The branches of the right and left coronary arteries 
are relatively constant in their distribution, and 
seeing that different parts of the heart have a different 
function, it might be thought that diagnosis of lesions 
of the various branches might be possible during life. 
Deductions of the site of the lesion in the heart from 
the symptoms are very unreliable. 

There have been many attempts to classify the 
effects of occlusion of the coronary arteries or their 

* This paper embodies a discussion introduced by the writer 
at a recent meeting of the Cardiac Club, together with certain 
case reports which have been kindly supplied by some of its 
members—viz., Dr. John Cowan, Prof. F. R. Fraser. and Dr. 
K. D. Wilkinson. The cases contributed by Dr. Carey Coombs 
will appear later in a separate pa 

Trans. Path. Soe. Philadelphia, 1891, xiv., 125. 








branches, whether such be identified from actua) 
blockage discovered in the artery, or from its effects 
ischemic necrosis or fibrosis. Sudden death was on: 
of the first effects to be recognised by Wilks and Hale- 
White ; then was added chronic cardiac failure, and 
if we exclude the work of Jenner and of Allan Burns 
angina pectoris. But this classification by no mean 
exhausts the possibilities, and in the list of case 
abstracted a few extra groups are added, but thi 
obviously does not complete the symptom group 
which may appear. 


Pathology and Symptomatology. 


It is evident from these cases that there is no 
constancy in the effect of occlusion of variou: 
branches. In one case occlusion of the anterio; 


branch of the left coronary produces sudden death, in 
another angina, in another chronic cardiac failure, in 
another no symptoms at all; in one of these latent 
-ases in which ischemic necrosis was discovered after 
death, a careful inquiry into the history of the 
patient revealed no hint of any illness or tempo rary 
disability in which occlusion might have taken place. 
nor any evidence of cardiac failure. If we omit 
Mackenzie’s Case 7 of angina pectoris with pain in 
the abdomen, all the other cases of angina were the 
result of blockage of the anterior branch of the left 
coronary. Most of the cases of sudden death will be 
seen to show cardiac fibrosis without other evidence 
for acute cardiac failure. Very recent ischemic necrosis 
is liable to be missed in the presence of a large fibrous 
lesion. If ischemic necrosis has occurred in one 
artery it is likely to occur in another, and in one 
case I have observed there was fibrosis and very 
recent ischemic necrosis in the neighbourhood. Other 
changes might also be present, such as a sudden 
implication of the bundle system. There appears to 
be no relation between the size of the lesion and the 
severity of the symptoms. 

One case, No. 38 in the table. deserves a more 
extended description in so far as he was attended 
by me for several years, and the symptoms of the 
patient during life could be referred to the cardiac 
lesions found. 


He was a clergyman, and had led a very strenuous, 
athletic though healthy life as a schoolmaster. In December, 
1915, when aged 64, he was seen following a fainting attack : 
there were then no signs of disease and after a few days’ 
rest he was about again. These recurred at long intervals. 
In January, 1917, he took ether well for the removal of 
a rodent ulcer of the pinna. In June, 1918, when aged 67, 
he had a fainting attack while riding a bicycle and had to 
be brought home in a cab. Seen immediately he was pale, 
collapsed, slightly hyperpnoeic, and restless, with a pulse 
that was irregular in rhythm, tension, and volume. I made 
the diagnosis of coronary artery disease, took a serious view 
of the outlook, and suggested a very careful life with strict 
limitation of exercise. Sir William Osler saw him with me, 
and with greater clinical wisdom, as he appeared to be 
recovering, suggested exercise in moderation and discon- 
tinuance of his usual morning run. He made a rapid recovery 
and was about his work in ten days. From that time he 
suffered from no serious illness until in May, 1923, having 
breakfasted in his usual health, he was found dead in the 
afternoon, having died suddenly. 

The heart showed a large patch of fibrosis, obviously the 
result of ischemic necrosis, in the posterior part of the 
interventricular septum and the posterior ventricular wall 
in the field of the right coronary artery, and a very recent 
patch of ischemic necrosis, in the same arterial field, in the 
septum. The main coronary arteries were patent but 
atheromatous, and there was marked atheroma of the aorta. 
There was no evidence of syphilis. It can scarcely be 
doubted that the old healed cardiac lesion is the evidence 
of the cardiac attack in 1918 which kept him in bed for over 
a week, and, this being granted, the subsequent history is 
evidence of complete restoration of cardiac function after 
the attack. 


Only three of the cases in the table show evidence 
of embolism elsewhere ; when, however, we see the 
deposition of clot on the inner aspect of the heart wall, 
we cannot be in doubt as to the frequency in these 
cases of embolism. Embolism of a cerebral artery 
causing hemiplegia might be very misleading if it 
were the first symptom of ischemic necrosis. The 
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same is true in my case (No. 30) of embolism of 
» mesenteric artery that was sent to a surgical ward. 
| would go so far as to say that an affection of the 
heart in elderly persons with cerebral symptoms is 
presumptive evidence of ischemic necrosis. The 
following case will illustrate what I mean, but 
unfortunately I have no post-mortem evidence. 

A farmer of 70, previously healthy and busy in his work, 
one morning on going into the bathroom to wash, felt faint 

nd a pain came on in the left groin. His doctor found a lump 
there and sent him to a surgeon. Two days after the left 
leg was very much swollen, blue, colder than the right leg, 
and there was some rigidity in the left iliac fossa. There 
was marked pulsation in the lower part of the abdomen 
below the umbilicus, but no pulsation in the arteries of 
the left foot. The heart was overacting, causing at each 
systole movement of the whole chest and part of the abdomen. 
There was some dilatation ; no murmurs were heard over the 
heart, but a systolic murmur and the second sound was 
heard over the whole of the abdomen. Two days after this 
there was some difficulty in passing urine, and he died 
suddenly after an epileptic seizure affecting the left side of 
the body, probably an embolism, 

In a recent paper? McNee has drawn attention to 
several features of ischemic necrosis and reports 
two cases. The pain when present is constant and 
of long duration; it may be precordial, behind the 
xiphisternum or in the right or left quadrant of the 
abdomen; it may simulate perforated gastric or 
duodenal ulcer, gall-stone colic or acute pancreatitis. 
He describes the facies of the patient during the 
attacks of abdominal pain as that of anxiety, of an 
earthy colour with some cyanosis, comparable to 
shock, but persisting long after the pain and distress 
have subsided. Pericardial friction is an important 
physical sign: and there is frequently a polymorph 
leucocytosis. 

Diagnosis. 

How are we to detect this lesion? The first 
requisite is a clear knowledge of the anatomical 
process, and to have it in mind in approaching 
a cardiac case in any person over 40. We ought, 
I think, to be secretly ashamed if we are reduced to 
diagnose mitral regurgitation or cardiac dilatation or 
even auricular fibrillation without a hint of «etiology. 
We are most likely to be right in a diagnosis of 
ischeemic necrosis in angina if we take care to exclude 
certain obvious possibilities such as aneurysm. 
Chronic cardiac failure in old people in the absence of 
syphilis, old rheumatic affections of the heart, and 
pernicious anzwmia is almost certainly due to ischemic 
necrosis. Chronic cardiac failure plus evidence of 
aseptic embolism makes the diagnosis of ischemic 
necrosis practically certain. 

The pulse gives help occasionally. Mackenzie has 
noticed in two of his cases pulsus alternans ; one of 
my cases had fibrillation, another, at the time of the 
initial lesion, irregularity in rhythm and volume 
probably due to fibrillation. The pulse has been 
recorded both fast and slow. The pulse, therefore, 
may give some import of cardiac failure, but can give 
nothing else. 

The first sound of the heart is frequently poor in 
quality or even absent. The electrocardiogram has 
been explored as a means of getting greater accuracy. 
Carter drew attention to the direction of the 
notched R waves, which were found to be opposite 
in leads 1 and 3, and to the T wave being in 
a direction opposite to the initial peaks, giving it 
the name arborisation block. The very careful 
report with electrocardiograms of Drury in Heart 
bas proved that these results of Carter are not 
invariable, and in this Drury’s results are in keeping 
with experiments on the dog’s heart. A current 
paper by Cowan and Bramwell * is highly suggestive 
that bundle branch block is frequently present in 
these lesions. 

Though much work has been done and many 
excellent cases are on record, I venture to think that 
there is an enormous field still for the study of cardiac 
symptoms and their correlation with anatomical 
lesions. 


* Quart. Jour. Med., Oxford, 1925. * Ibid. 








Clinical Records: Dr. John Cowan’s Cases. 


CasE A.—J. 8., male, aged 51 (19/7/24—241/7/24). Gradual 
and increasing cardiac failure, pain in the lower chest and 
upper abdomen at first. Aneurysm of left ventricle involving 
apex, inter-ventricular septum, and anterior wall. Fibrosis, 
thrombosis, pericarditis. 

His ill-health only dated back to December, 1923, when 
he first began to suffer from pains in the upper part of the 
abdomen and discomfort over the chest. He stopped work 
for a week and then continued at work until the end of the 
year. In January a cough ensued and he was not able to 
resume work after the holidays, as he was short of breath. 
In February he had a double pneumonia. In March his 
feet became swollen and all his symptoms were exaggerated. 

On admission he was very ill, with cedema extending as 
high up as the chest, the right leg being more swollen than 
the other parts. The swelling ceased at Poupart’s ligament, 
and its appearance suggested an inflammatory condition 
superimposed upon cedema. He was very short of breath, 
and orthopneeic. Cheyne-Stokes breathing was present at 
night. There were rales at the bases. The heart was 
slightly dilated, the sounds weak but apparently pure. 
The arteries were notably sclerosed, but the fundus of the 
eye seemed normal, The urine contained albumin in large 
amount, The blood pressure was about 150 max., 105 min. 
Pulse, quite regular, about 100. There were old scars on 
the left tibia which was thickened, sepsis having obtained 
for many years in early life. Death ensued five days after 
admission. 

Post-mortem examination showed an aneurysm of the left 
ventricle involving the apex, the interventricular septum, 
and a portion of the anterior wall, with extensive deposits 
of recent and mixed thrombus in the interior. The 
ventricular wall round the aneurysm was notably fibrous. 
The apex and the adjacent part of the anterior wall were 
definitely bulging, and over this was subacute pericarditis, 
The aortic valves showed some diffuse thickening, the other 
valves were normal. The aorta showed a few patches of 
atheroma and marked arteriosclerotic changes, The coronary 
arteries showed extreme atheromatous changes, and the left 
was plugged with a recent thrombus. Interstitial nephritis 
was present. A firm cicatrix involved the right iliac artery 
and vein at the point where the ureter crosses them. The 
artery above this was dilated. The vein was filled with old 
and recent clot up to this point. 


CasE B.—G. T., male, aged 39 (9/9/19). No cardiac 
symptoms, sudden cerebral hemorrhage ; recent ischaemic 
necrosis of anterior wall of left ventricle. 

A history of a weak heart, but he was working regularly, 
and apparently in his usual health. He suddenly dropped 
down unconscious, and was admitted into hospital with 
a hemiplegia and in coma. He died a few hours afterwards, 


Post-mortem examination showed a ruptured aneurysm of 
the left middle cerebral artery, a small grey tumour close 
to the septum lucidum on the left side, congenital cystic 
kidneys with a tuberculous mass in one, tubercle of lungs and 
the heart. This was slightly enlarged chiefly on the left 
side, with a very early softening involving a large area of 
the anterior wall of the left ventricle. No cause for this 
was apparent. There was only slight atheroma of the aorta 
and the large vessels in the abdomen. Another unruptured 
aneurysm in the anterior communicating vessels in the 
circle of Willis. 

Case C.—R. A., male (11/8/15). Chronic cardiac failure ; 
area of extreme fibrosis in anterior wall of left ventricle 
related to a branch of right coronary artery. 

In good health till the December preceding admission. 
He then became short of breath and his feet became swollen. 
Admitted with great dyspnoea and cedema. Pulse 120, of 
poor quality and irregular. Cardiac sounds were distant 
but probably pure. Ascites and pleural fluid. Albuminuria 
marked. 


Post-mortem.—A large heart, the right ventricle being 
markedly hypertrophied. There was a large area of extreme 
fibrosis of the front of the left ventricle with great thinning 
of the area from which the papillary muscles sprung, with 
marked atrophy of the papillary muscles. This was related 
to extreme patchy atheroma of the right coronary artery. 
The aorta was almost completely free from atheroma save 
around the orifice of the coronary arteries. Valves normal. 
Subacute parenchymatous nephritis. 


Case D.—J. H., aged 63 (27/7/13). Sudden, followed by 
chronic, cardiac failure ; infarction of lower two-thirds of 
left ventricle ; local adherence of pericardium, occlusion of 
left coronary. 

On June 5th, 1913, when climbing up a gangway into 
a ship he suddenly became very breathless and had to 
stop. His fellow workmen pulled him up to the deck and 
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he soon felt better, but he went home and stayed in the 
house for four days. As he then felt quite well he resumed 
his work, but at once became short of breath and was only 

















Case D.—Aneurysmal dilatation of left ventricle involving 
septum and posterior wall. 


able to continue at work for a couple of days. He went to 
bed, as his feet and legs were now swollen. The breathless- 
ness became worse and he had to sit up in bed. He was 
restless and slept but little. A few days later he began to 


CLINICAL TYPES OF 








experience pain in the region of the heart, and all hi 


symptoms increased in severity. 
a considerable amount of 
continued. 

On admission he was 
and semi-conscious with 


On June 25th he spat u; 
blood, and the hemoptysi 


collapsed, cyanosed and cold 
shallow breathing which cam: 
in gasps. His pulse, 75, was regular and of moderat: 
pressure. Next morning he was rather better, but th: 
extremities were still blue and cold. The breathing wa: 
regular and more full but noisy. Pulse 60, small, and ot 


moderate pressure. Apex in fifth space underneath th 
nipple. Cardiac sounds distant and indistinct. (£dema 
extended on to the trunk. Liver enlarged and tender. 


Dullness and rales at the bases. Emphysema. Next day 
he had rallied to some extent, but he was still very breathless 
and the hemoptysis continued. No notable change occurred, 
but on July 7th he was rather restless and died suddenly. 
Post-mortem (see figure).—The lower two-thirds of th: 
left ventricle was softened from an infarction, the edges of 
which were pale. At the leftmost part of the apex the wall 
was only about jin. thick, but there was no perforation. 
The area involved bulged slightly, and the pericardium was 
adherent, with fibrinous exudate at the edges. Valves 
normal. Slight superficial atheroma in patches on the 
aorta. The left coronary artery was occluded by a dense, 
thick, atheromatous patch jin. in extent, situated about 
lin. from the orifice and extending down to the infarct. 


CasE E.—W. B., male, aged 61 (31/5/21-9/6/21). 
pectoris. Numerous small infarcts in lower two-thirds of 
left ventricle, including septum. Syphilitic aortitis. 

His illness commenced about the spring of 1917, when 
he first began to experience pain in his chest when on the 
way to work in the morning. It had usually ceased when 
he started work and he paid little attention to it, as he 
thought that it was due to indigestion. In September, 1917, 
it became more acute, and he had to seek admission into 
hospital. The pain at first was situated low down in the 
chest, but subsequently extended upwards and into the left 
armpit and left arm. At first the attacks were of short 
duration, a minute or two, but they were so severe that he 
had to stop dead until they passed away. In February, 
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Later attacks ofangina. Pulsus alternans. 


Sudden Death. 

r Author and = e - " 

N peference. Sex. | Age. Symptoms. Heart. 

1 Fagge.' M. 85 Sudden death. Fibroid apex and anterior part of septum. 

2 Do. M. 61  Dyspneea, giddiness. Sudden death. Fibrosis of field of anterior branch of left coronary. 
Local dilatation. 

3 Hale-White.* M. 40 Sudden death. Large fibrous massin posterior wall of ventricle. 

4 oO. M. 43 Large heart. Sudden death. Septum of ventricles white and fibrous. 

5 Do. M. — Dilated heart. Sudden déath. — half of left ventricle fibrous; also else- 
where. 

6 Butlin. — — Sudden death. Fibrous patch of interventricular septum ; 
thrombosis of brachial, hepatic and superior 
mesenteric arteries; gangrene of duodenum. 

7 Green.‘ M. 52 Sudden death. Fibrosis of interventricular septum. 

Angina. 

8 Herrick.* M. 55 | Painin lowerchest; vomiting; rapid heart Thrombosis of descending branch of left coronary. 

failure ; lived 52 hours. 

9 Do. M. 65 Preecordial pain; falling BP. Later Thrombus of descending branch of left coronary. 

dyspnea and dropsy ; lived 2 weeks. 

10 Do. M. 42 Sudden violent pain lower sternal region, Area of descending branch of left coronary 
arms, and epigastrium. Collapse. About fibrosed, and descending branch of left 
again in 10 days. Dyspncea and cyanosis. circum flex. 

Sudden death. 

11 Peacock.* M. 60-70 Dyspnoea and substernal pain some weeks. Fibrosis of anterior wall of left ventricle more 

marked below. 

12 Obrastzowand, M. 49  Substernal pain, cyanosis, feeble heart. Thrombosis of left coronary. 

Straschesko.’ Sudden pain sternum, neck, and head. 

13 Do. M. 57 Substernal pain, cyanosis, Cheyne-Stokes Thrombosis of left coronary. 
breathing. 

14 Do. M. 57 Sundetnel pein and down left arm, Cheyne- Thrombosis of left coronary. 

Stokes breathing. 

15 S. West.* _— 40 Extreme spasmodic pain in preecordium. Fibrosis of base of left ventricle. 

16 Mackenzie.* F, 57 Increasing pain in chest, at first paroxysmal: Ischemic necrosis and fibrosis in field of descend- 
slight breathlessness might precede pain. ing branch of left coronary. 

17 Do. Case 2. M. 64 Angina of effort. Breathlessness. Sudden Ischemic necrosis in field of septal branch of 

‘ death. anterior branch of left coronary artery. 

18 Do, Case 4. F. 60 Angina of effort. Pain in left forearm. Fibrous changes in muscle of left ventricle : 
calcification of coronary arteries. 

19 Do. Case 6, M. 48 Angina of effort. Pain chest, neck, and jaw Small aneurysm of left ventricle. Rupture of 

—sometimes arm. heart. 

20 Do. Case 7. M, 52 Breathlessness on walking and pain in Aneurysmal dilatation of right ventricle con- 

stomach, taining clot. 
21 Do. Casel0. M. 46 Shortness of breath 2 years and pain 1 year Fibrosis in field of anterior branch of left 
before death on walking. Pulsus alternans coronary artery. 
1 week before death, 

22 Do. Cassell. M. 48 Pain in precordium and left arm, with Fibrosis in field and obliteration of anterior 
breathlessness brought on by effort. branch of left coronary artery, septum, and left 
Irregular rhythm. ventricular wall. 

23 Do. Case21.| M. 57 | Weakness and breathlessness on exertion. Apical half of left ventricle dilated and fibrosed. 
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1918, he was able to resume work, at which he continued till 
\pril, 1921, when the pain became more Severe and more 
? constant, preventing him from sleeping, and even awakening 
him from sleep at times. 

The pain at the time of admission was dull and heavy, 
and commenced in the axilla and shot inwards to the lower 
end of the sternum. At first the pain commenced in the 
thorax and spread to the arm. An attack might last for 
three hours. It did not invariably involve the arm. The 
attacks occurred evefy day and even several times in the day. 
During his residence many attacks were observed. His 
breathing became frequent, and he became restless and sat 
up in bed, with his shoulders bent forwards. The pain did 
not appear to be very severe. During these attacks the 
abdomen was always distended and tight, and relief followed 
the movement of the bowels or the passage of flatus. We 
formed the impression that the attacks were abdominal in 
origin though he said that the pain was thoracic. He was 
not talkative during these attacks, but sighed frequently 
and perspired freely. Well-marked paralysis agitans. 
\ mitral systolic murmur was present and a diastolic aortic 
murmur. Blood pressure 145-60 mm. Hg. Temporal, brachial, 
left facial, dorsalis pedis, femoral arteries were all palpable 
and tortuous. Retinal arteries narrowed and thickened. 
There was some cedema. After admission the attacks 
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Chronic Heart Failure. 


Author and 





No. reference. Sex. Age. Symptoms, Heart. 

24 Fagge.'° M. 69 Dyspnoea and dropsy for 7 weeks. Posterior wall of left ventricle very thin : 

replaced by fibrous tissue. 

25 Do. M. $2 Dyspnea and dropsy ; rheumatic fever 19 Posterior wall of left ventricle completely fibrous. 
years previous, 

26 Do. M. 43 Dyspnea 2 months after cholera; dropsy Septum and adjacent anterior parts of left and 
10 months after. Death 14 days after right ventricles converted into fibrous tissue. 
onset of dropsy. Sudden death. 

27 Writer's M. 49 Dyspnea 5 months, Dropsy 1 month; Fibrosis of tip of left ventricle and recent 

observation. fibrillation. ischeemic necrosis of posterior papillary muscle. 

28 Bristowe.'' F. 39 Dyspncea and some dropsy ; irregular pulse. Extensive fibrosis lower anterior portion of 

heart including part of septum. 

29 Mackenzic."* M. 72 Hemiplegia followed by hematuria, short- Intense fibrosis, with ante-mortem clot internally, 
ness of breath, pulsus alternans, cardiac at apex of left ventricle. 
asthma, dropsy. 

Abdominal Symptoms and Collapse. 
30 Writer's M. 64 Abdominal pain and vomiting 5 days, Old fibrosis in area of anterior branch of left 
observation. followed by 2 days of absolute constipa- coronary; embolism of superior mesenteric 
tion. artery. 

31 Writer's M. 46 Angina of effort some months; 24 hours Fibrosis of field of anterior branch of left coronary 

observation. diarrhoea, vomiting, and collapse. artery, calcification and occlusion. 

32 Samuelson.'* M. 47 Diarrhcea, vomiting, and collapse. Pulse 35.  Selerotic narrowing of both coronaries. 

33 Hammers.'* - Collapse. Pulse 40. Right coronary throm bosed. 

34 Gallavardin — Collapse. Very slow pulse. Embolism of coronary artery. 

et Dufont.'* 
35 Faulkner, M. 60 Repeated attacks of severe pain upper Occlusion of a branch of descending left coronary 
Marble, and abdomen. artery with infarct of left ventricular wall. 
White.'* 

36 Do. F, 55 Severe pain in right lower chest and right Occlusion of right coronary artery and partial of 
upper abdomen, Operation for gall- descending branch of left. 
stones proposed. 

37 Hardt.'? M. 66 Pain lower chest, intermittent nausea, and Old thrombosis of left coronary artery with 
vomiting followed by fibrillation. myomalacia cordis, aneurysm, and mural 

thrombosis. 
Fainting Attacks. 

38 Writer's M. 72 Fainting attacks at rare intervals, one with Old fibrosis in field of right coronary artery. 

observation. collapse and irregular pulse, Sudden Recent ischemic necrosis of septum, also in 

death. field of right coronary artery. 
Delirium and Failing Pulse. 

39 Writer's M. 83 Sudden delirium; dyspnoea, failing pulse. | Obliteration of anterior branch of left coronary, 

observation. Three days’ illness, 

No Cardiac Symptoms. 
40 Fagge.** M. 66 No cardiac symptoms. Renal cancer. Fibrosis of posterior wall of heart. 
4 41 Do. M. 55 No cardiac symptoms. Gangrene of foot; Fibrosis of posterior wall of left ventricle. Local 
: gradual asthenia. pericarditis over softening. 
42 Writer’s M. 76 Had undergone prostatectomy 3 weeks Healed patch of fibrosis near apex of left ven- 
observation. before death from strangulated hernia. tricle ; anterior branch of left coronary was 
completely obstructed, 

43 Writer's M. — Carcinoma of rectum. Colostomy. Sudden Calcification of both coronaries; ischemic 

observation. death. necrosis of left ventricular tip; aneurysmal 


1Tr. Path. Soc. Lond., 1874, xxv., 64. 

2 Ibid., 1884, xxxv., 114. 

* Ibid., 1880, xxxi., 76. 

* Ibid., 1874, xxv., 47. 

* Jour. Amer. Med. Assoc., Chicago, 1919, i., 387. 
* Tr. Path. Soc. Lond., 1854, v., 96. 

’ Ztsch. f. Klin. Med. Berlin, 1910, lxxi., 116. 

* Tr. Path. Soc. Lond., 1884, xxxv., 119. 

* Angina Pectoris, Lond., 1923, Case 1. 

Tr Path, Soc. Lond., 1874, xxv., 64. 



































































continued. On June 7th his temperature rose to 101° F., 
the pulse to 100, and the respirations to 32. He was sick on 
several occasions. The pain at this time was constant, and 
his general condition rapidly deteriorated. He died from 
cardiac failure. 

Port-mortem examination showed numerous small infarcts 
over lower two-thirds of left ventricle and adjacent septum. 
Recent pericarditis. Advanced syphilitic aortitis, nipping 
the orifice of the left coronary artery, the lumen of which was 
obstructed a few millimetres below. The branches showed 
gross lesions. The right artery was pervious though notably 
atheromatous. The renal and mesenteric arteries showed 
numerous thickened patches, and the kidneys many arterio- 
sclerotic scars. Mitral valve normal; aortic thickened. 

A very instructive case. The diagnosis of angina seemed 
clear and its gastro-intestinal origin, but the patient's 
neurotic tendencies and his excessive complaints made thx 
real question difficult to solve. The appearance of constant 
pain and friction made the whole thing clear. 


CasE F.—Mrs. B., aged 45 (30/1/22-8/2/22). <Acuts 
abdominal symptoms with collapse, localised infarct of left 
ventricle with ball thrombus. 

Admitted on account of severe pain in the abdomen on 
the left side with collapse. Multipara. Her last baby was born 


(Continued). 


dilatation rupture into pericardium. 


41 Thid., 1855, vi., 148. 

22 Angina Pectoris, London, 1 

#2 Wiener med. Wehnschr., 18 

14 Tbid., 1878, xxviii., 98. 

Lyon Méd., 1913; Abstract in 
Coeur, 1914. vii., 406. 

1* Jour. Amer. Med. Assoc., Chicago, 1924, Ixxxfii., 2080, 

17 Thid., 1924, Ixxxii., 692. 

' Tr. Path, Sec. Lond., 1874, xxv., 64 
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eight months before, and since then she had had symptoms 
of renal and cardiac disease. General oedema, &c., bronchitis, 
emphysema. Cardiac sounds pure but weak and distant. 
Steady deterioration. Infarct of lungs on Feb. 4th. 


Post-mortem. —- Hypertrophy and dilatation of left 
ventricle. A ball-shaped clot at the apex probably related 
to a myocardial infarct which, however, did not extend 
through the whole depth of the muscle. Right heart much 
dilated, with clots in auricle. Infarcts in spleen and lungs. 
Interstitial nephritis. Thoracic aorta was fairly normal, 
but the abdominal aorta and the splenic artery were grossly 
diseased. The valves were very slightly thickened. 


CasE G. — Mrs. F., aged 65 (24/10/07-27/10/07). 
Gradual cardiac failure; obliteration of right coronary 
artery, aneurysm of posterior wall of left ventricle. 

A history of palpitation for some years. (Edema of the 
feet occurring about 12 months before admission, with 
shortness of breath, and becoming marked three weeks 
before admission. The cedema became excessive and the 
legs burst, with numerous small sores on the left leg which 
had become septic. 

On admission anasarca marked, with great dyspnoea and 
cyanosis. Slightly delirious. Albumin abundant. A mitral 
murmur was present, and the pulse was irregular. On 
Oct. 27th, 1907, the patient died in a sudden syncope. 

Post-mortem examination showed a large heart weighing 
23 0z. The main branch of the right coronary artery was 
practically obliterated, and an aneurysm had formed on the 
posterior wall of the left ventricle about the junction of 
the upper and middle third. The wall was fibrosed, and no 
muscle cells were visible to the naked eye on section. The 
endocardium was much thickened. The aortic valves were 
thickened, with an acute endocarditis superimposed. The 
mitral was thickened The splenic and renal arteries were 
sclerosed, Interstitial nephritis. The acute endocarditis was 
probably secondary to the sepsis in the legs. 


CasE H.—J. M., male, aged 62 (30/9/24-2/10/24). 
Gradual cardiac failure ; diffuse early fibrosis of myocardium. 

About 18 months before admission he began to feel short 
of breath and unfit, and had to give up his work. On 
July 24th his feet became swollen. On Sept. 30th, 1924, he 
collapsed with Cheyne-Stokes breathing. The heart was 
large with a mitral systolic murmur and distant poor 
sounds elsewhere. Pulse about 100, regular, and of fair 
volume, with blood pressure 147 max., 100 min. The 
chest was practically clear. No improvement ensued and 
he died suddenly. 


Post-mortem examination showed a large heart, 32 0z., 
with a few patches of old pericarditis on the surface. The 
aortic valves were slightly thickened. The other valves 
were normal. The myocardium showed diffuse early 
fibrosis, the aorta and the coronary arteries showing 
arterio-sclerotic changes. 


Prof. F. R. Fraser's Cases. 
Case I.—W. C., aged 65 (7/7/24-7/9/24). Abdominal 
angina; ischemic necrosis of a large portion of the left 
ventricle and a portion of the right. 


History.—Increasing shortness of breath for preceding 
two years. Attack of dyspepsia three months previously. 
On morning of July 5th woke up with acute pain in 
epigastrium and upper abdomen. Very short of breath, 
increasing cough and cyanosis. During the 6th pain and 
dyspnoea increasing and restlessness marked. 

On examination: A short, stout man, cyanosed and in 
pain, giving a muddy complexion, very great difficulty in 
breathing. Temperature 95-6° F., pulse 130, respirations 40. 
Thorax moving very poorly and jerkily; air entry poor, 
breath sounds vesicular with prolonged expiration ; rhonchi, 
sibili, and rales at both bases, especially right. Position and 
size of heart could not be made out with any accuracy 
because of emphysema and the noisy respiration. Heart 
sounds judged to be both very feeble. No irregularity. 
No cedema of subcutaneous tissues. Abdomen distended 
but moving well, no localised rigidity or tenderness. Liver 
enlarged, edge felt 2 in. below costal margin. Urine: 
Sp. gr. 1026, trace of albumin and of acetone. Nervous 
system : Nothing abnormal found except that left ankle-jerk 
could not be elicited. 

July 8th: In early morning noticed to be not moving 
right arm and right leg, and on examination it was found 
that there was a weakness of right face also. The arm-jerks 
were present and equal ; the right knee-jerk and right ankle- 
jerk were brisker than the left, and the plantar response 
on the right was extensor. No improvement occurred with 
administration of oxygen. Morphine and adrenalin were 
given hypodermically without improvement. Temperature 
rose to 100°8°, pulse 160, and death occurred in morning 
of the 9th. 





Post-mortem Examination. — Lungs congested and 
cedematous. Gastric ulcer, chronic, 2 in. above pylorus. 
Embolus of branch of left middle cerebral artery and sub- 
cortical area of softening. Cardio-vascular system: A small 
amount of turbid fluid was present in the pericardium, and 
some recent lymph present on anterior surface of heart. 
Subpericardial haemorrhage over the left auricle. Right 
auricle considerably dilated and hypertrophied. Tricuspid 
orifice admitted four fingers. Valve was slightly opaque 
and a hemorrhage present on anterior cusp. Left auricle 
hypertrophied. Mitral orifice admitted three fingers, valve 
thickened, but no stenosis. Left ventricle markedly dilated 
and somewhat hypertrophied. Pulmonary veins appeared 
normal. Aortic valve somewhat thickened, and ascending 
part of aorta showed some fatty changes. Remainder of 
thoracic aorta was involved extensively in an ulcerative 
atheroma. Coronary arteries thickened and the posterior 
interventricular branch was filled with an embolus. Muscula- 
ture of the left ventricle almost entirely involved in acute 
softening, with the presence of small haemorrhages into the 
substance of the muscle. On the inner surface the appearance 
was of a yellowish necrotic change. A considerable but 
much smaller portion of right ventricle showed the same 
change. 


Histological Examination by Sir Bernard Spilsbury.— 
Heart muscle teased in osmic acid—large irregular deposits 
blackened with osmic acid in most of the muscle cells. 
These deposits resemble lipoids developing in putrefaction. 
They are probably due to myomalacia. Ordinary prepara- 
tions show numerous areas of recent myomalacia scattered 
throughout the myocardium. In these areas the muscle 
cells have partly lost their nuclear staining properties, but 
the cells are not distinguished. These areas are markedly 
infiltrated by polynuclear cells, and in some parts there 
are also hemorrhages. The endocardium over these areas 
is infiltrated with polynuclear cells, and thrombi adhere to 
the inner surface of the heart. The thrombi are laminated, 
the laminew being chiefly fibrinous with layers of red clot ; 
some of the laminew are markedly infiltrated with polynucleat 
cells. There is also some polynuclear cell infiltration of the 
epicardial fat adjacent to areas of myomalacia, and there 
are hemorrhages in this tissue. No organisms seen. No 
changes in blood-vessels of heart to account for myomalacia. 


Dr. K. D. Wilkinson’s Cases. 


CasE J.—A. C., aged 50 (3/11/24-6/11/24), under Dr. 
W. H. Wynn. Angina pectoris, occlusion of left coronary, 
infarction of left ventricle. 

He was admitted complaining of burning stabbing over 
precordium. He had severe attack of angina on admission. 
Accentuated second sound aortic area. Apex beat sixth 
space, 4 in. from mid-line. Friction rub heard over left 
lower lobe anteriorly, probably pleural in origin. Pain 
radiated but little and was confined to praecordium. He was 
an elderly, powerfully-built man of the ruddy type, obviously 
older than his years, but at a first glance did not look very 
ill. He was sitting in a chair, leaning slightly forward, 
and rather pale. <A closer inspection showed that he was 
slightly cyanotic. The striking thing about him was his 
immobility ; he would hardly move a limb, and in talking 
spoke very quietly and slowly. He moved his eyes rather 
than his head. : 

He said that he had had attacks of precordial pain for 
some months, but these had never been very severe, and 
had always passed off pretty soon; but this attack had 
come on two days previously and had remained severe 
ever since the beginning. There were times when the pain 
was easier, and times when it was of the greatest intensity, 
but it was so bad all the time that he was unwilling to talk, 
dared not move, and had hardly had anything to eat since 
it began. Amyl nitrite hardly had any effect in the out- 
patient room, and during the three days he lived after 
admission he had a great deal of pain and died in an 
exacerbation. Morphine seemed the most effective drug, 
but was never able to abolish the pain. The pulse was 
steady, rather slow, poor in volume, and the vessel wall 
was thickened. There was no palpable pressure abnormality 
(he was obviously too ill for the pressure bag). 


Post-mortem.—A muscular well-nourished body. Peri- 
cardial sac: Adhesions, old standing, were present towards 
the base of the heart and at the apex of the right ventricle. 
The precordium covering the front of the right ventricle 
was thickened and opaque. 

A delicate layer of recent fibrinous 
practically the whole of the left ventricle. The left ventricle 
was somewhat dilated. There was a large mass of pale 
thrombus entangled amongst the column«e carne# at the 
apex. Practically the whole of the lower two-thirds of the 
left ventricle was infarcted, the muscle having a dull, 
opaque, greyish-white appearance with irregular areas of 
congestion. The aortic valve segments were slightly 
thickened and there was a delicate layer of recent thrombus 


exudate covered 
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Jong the lines of contact of the cusps. 
orta was considerably dilated and showed an extreme 
egree of atheromatous thickening and was narrowed to an 
xtreme degree, so that it only admitted the point of a dis- 


The first part of the 


ecting needle. A small plug of pale thrombus completely 
occluded this greatly narrowed orifice. The artery itself 
howed only a few patches of atheroma. No gross lesion 
vas found in the auricles or right ventricle. The dilatation 
f{ the aorta extended as far as the beginning of the 
lescending portion, and in addition to the atheromatous 
changes described there were many areas of pearly white 
thickening of the intima and scarring of the endothelium, 
the appearances being those of a syphilitic mesaortitis. 
The rest of the aorta showed irregular patches of atheroma. 
Both lungs showed hypostatic congestion and extreme 
veneralised oedema. Peritoneum: normal. Liver: 2200 g.; 
showed early chronic venous congestion and some fatty 
infiltration, Spleen: 125g.; rather atrophied, and the 
pulp was distinctly fibrous. Kidneys: 4130g.; showed 
some recent cedema and congestion ; the vessels were some- 
what thickened. 

Case K,—W. G., aged 61 (7/6/25-11/6,25), under Dr. L. G. 
Parsons. Acute attacks of collapse, angina. Thrombosis 
f the main trunk of the left coronary. Infarction of the 
ipical portion of the left ventricle. Pneumonia—right apex. 
Chronic venous congestion of all organs. 

The illness began with a sudden sharp attack of collapse, 
but he did not lose consciousness; was breathless. There 
were previous attacks many years ago. No recent illnesses, 
Bowels free. He was admitted cyanosed, pulse-rate 62, 
poor in volume. Pain at left base anteriorly, pleuritic rub 
at right base posteriorly. Otherwise no physical signs. On 
June 10th, 1925, the patient had an attack of palpitation 
with a feeling of suffocation. Diagnosis: Angina pectoris. 

Post-mortem.—The body was that of a well-built, elderly 
man. The lungs were prominent, due to hypertrophic 
emphysema. To a large extent they obscured the cardiac 
area. The peritoneal cavity was normal. Heart (500 ¢g.) 
and pericardium. On opening the pericardium a little turbid 
fluid was seen, and fibrinous adhesions attached the peri- 
cardium to the apex and anterior aspect of the left ventricle. 
These were easily broken down, and the heart muscle 
underneath them was very firm in consistence and presented 
a mottled appearance of infarction. On opening the left 
ventricle (which was hypertrophied and dilated), the area 
of infarction could be distinctly seen extending right through 
the heart muscle, and to the internal surface of this area 
a quantity of antemortem thrombus was adherent. The 
interventricular septum did not appear involved in the 
infarction, although it was of wide extent, involving the 
whole of the apical portion of the heart. Some areas of the 
infarct showed the condition of ‘‘myomalacia cordis.”’ 
There was some fibrosis of the papillary muscles. The left 
coronary, which showed advanced atheroma with much 
narrowing of its lumen, contained a mass of thrombus 
about Ifin. from its origin. This was formed upon 
a calcified patch. The right coronary was very atheromatous 
but was not thrombosed. The orifices of the coronaries 
were somewhat narrow. The aorta was very atheromatous. 
The orifices of the intercostals were narrowed and there 
were two patches of atheromatous ulceration, over one of 
which the intima had given way completely so as to produce 
a commencing dissecting aneurysm. Lungs: Left upper 
lobe was consolidated and completely airless. The left base 
was oedematous. Right: Upper lobe partly consolidated. 
Liver: 1700g.; chronic venous congestion. Kidneys: 
380 g. 3 chronic venous congestion. Spleen: 160 g.; chronic 
venous congestion. Radial artery was almost normal in 
appearance and the vessels of the kidneys were the same. 





NATIONAL MEMORIAL TO QUEEN ALEXANDRA.— 
This memorial] is, with the sanction of the King and Queen, 
to take the form of an augmentation of the resources of 
Queen Victoria’s Jubilee Institute for Nurses, of which 
Queen Alexandra was the patron. Under the charter of the 
Institute the Queen succeeds to that position. All the 
affiliated nursing institutions will be given the opportunity 
of participating, and the Long Service Fund for England 
Irish and Wales will benefit. It is hoped, moreover, that the 
and Scottish organisations will be able to proceed on similar 
lines. Over 1200 associations are afliliated to the Institute, 

THe NEW WHITEHAVEN INFIRMARY.—Some four 
years ago Whitehaven Castle, the Cumberland residence 
of Lord Lonsdale, was purchased and presented by an 
anonymous donor, together with £20,000, for conversion into 
a new Whitehaven and West Cumberland Infirmary. The 
alterations have now been completed. The ground floor, 
consisting of a long range of low rooms, is used for administra- 
tive purposes, the dispensary, X ray, electrical, out-patients’ 
and casualty departments. The first floor has been turned 
into wards for men, women, and children, and the total 
accommodation is 86 beds—there were formerly 60—with 
17 staff bedrooms. 








LUPUS OF THE NOSE AND UPPER AIR 
PASSAGES TREATED BY RADIUM. 
By H. MORTIMER WHARRY, F.R.C.S. Ena., 


LARYNGOLOGIST TO THE WEST END HOSPITAL FOR NERVOUS 
DISEASES, AND ASSISTANT AURAL SURGEON TO THE 
BOLINGBROKE HOSPITAL; ASSISTANT TO THE THROAT 
AND EAR DEPARTMENT OF UNIVERSITY 
COLLEGE HOSPITAL, LONDON ; 


AND 
OSKAR TEICHMAN, D.S.O., M.C., M.R.C.S. Ena., 


ASSISTANT MEDICAL DIRECTOR TO THE RADIUM INSTITUTE, 
LONDON, 


Atiology. 

Lupvws, contrary to the usual belief, is a disease that 
affects the mucous lining of the nose, mouth, and 
upper air passages quite as much as the skin of the 
face and neck. In fact,in almost all cases the granula- 
tions start in the nose at the junction of the skin of 
the vestibule with the mucous membrane, or just on 
the mucous side of that junction, and spread to the 
skin of the face, as well as the inside of the nose. 

Lupus affects young adults of both sexes, and in our 
experience male sufferers are as numerous as female ; 
but this is not the opinion of some authorities. It is 
not often seen before the age of 15, and, in its active 
stage, rarely above the age of 40, though the dis- 
figurement caused by its ravages lasts until the death 
of the patient. By far the greater number of cases 
are about the age of 20, and of the lower middle 
class. 

Pathology. 


Lupus is caused by a mild form of tubercle bacillus 
and spreads very slowly. On the skin the lesions are 
of the “ apple-jelly nodule’ type, with peripheral 
spread. As the disease makes headway there is 
ulceration just within the periphery of its area, while 
in the centre scarring takes place spontaneously. 
The scarring is of a rough and very disfiguring nature, 
with irregular contractions of the white scar tissue, 
and red patches between. 

Several types are recognised by skin specialists. 
In the upper air passages four definite macroscopical 
types are recognisable. 

(a) Granulations.—This is the most common and 
most typical form. The granulations are often spread 
evenly over the surface of the mucous membrane, 
and may extend from the vestibule of the nose as far 
as, and even to a little below, the larynx. They are 
soft and velvety in appearance and to the touch ; 
and have occasionally a greyish surface, which bleeds 
on touching with a probe or other instrument. 

(b) Vegetations or Proliferations.—These occur, as 
a rule, only in the vestibule of the nose, and resemble 
a branching sessile papilloma. They may protrude 
at the nostril. They occur in conjunction with other 
types of the disease in the same patient. 

(c) Tumours.—lIt is difficult to explain the formation 
of these lumps or to say of what they consist. They 
occur in the choanz and on the superior surface of 
the soft palate, and can be seen with a post-nasal 
mirror. They have no connexion with the posterior 
ends of the turbinated bones. They are also found 
in the interarytenoid region of the larynx, and cause 
obstruction to the vocal processes of the arytenoid 
cartilages, preventing full approximation of the vocal 
cords. They must not be confused with tuberculous 
tumours or pachydermia of this region. They 
disappear on the application of radium. 

(d) Ulceration.—This is a very troublesome variety, 
which is found most commonly in the mouth, on the 
under surface of the lip, and on the hard and soft 
palate. It is very resistant to all forms of treatment, 
and consists of a heaped-up and thickened mucous 
membrane, in which are small, deep, punched-out 
serpiginous ulcers or pits. This form of the disease 
bears a superficial resemblance to some forms of 
syphilis and is often mistaken for it. 
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Reaction of the Four Types Described to Radium 
Treatment.—Of the types of lupus described, the first 
three may be considered to be particularly favourable 
in their yielding to treatment by radium. These three 
types are: (a) Granulations, (b) vegetations, and 
(c) tumour formation. The last type (d) ulceration 
is much less readily dealt with, but can be arrested 
and held in check in a satisfactory manner. As will 
be seen later, where the action of radium is described, 
the reason for this less favourable reaction to treat- 
ment is most probably due to the fact that less 
granulation tissue is formed in this type of the disease 
than in the others. 

Modes of Spread. 

Starting in the Nose.—Although the following modes 
of spread are described separately they may be found 
in conjunction with one another. The granulations 
may start just inside the nose, at the junction of the 
skin of the vestibule with the mucous membrane, 
and may be found either on the septum, the inside of 
either of the alz# nasi, or on the floor of the nasal 
fosse. From this starting point they may spread in 
three directions: (1) To the outside of the nose, with 
apple-jelly nodules on the skin, and ulceration and 
gradual destruction of the ale nasi. This is accom- 
panied by much thickening of the structures of the 
nose, both cartilaginous and soft; and the vestibule 
is blocked and often widely stretched by masses of 
hard crusts, which can be picked off, leaving a bleeding 
surface, but which re-form again in a very short time. 
This type leaves behind it the facial disfigurement 
with which everyone is familiar, and which is very 
unsightly and distressing to a female patient. Once 
having reached the skin, the disease may spread 
widely over the face if not checked by suitable 
treatment. (2) Along the nasal fossz to the rest of the 
upper air passages. The common mode of spread is 
along the inferior turbinated bone, but the septum 
may be affected and even perforated. The posterior 
ends of both inferior and middle turbinates may be 
covered with granulations. The superior surface of 


the soft palate is next affected, and tumours may form 


in this position where they rest against and are 
attached to the vomerine part of the nasal septum. 
The whole post-nasal space may be covered, including 
the Eustachian cushions and posterior pharyngeal 
wall. From the superior or naso-pharyngeal surface 
of the soft palate the disease spreads over the uvula 
and buccal surface, and so on to the hard palate. 
Tracking down the anterior and posterior pillars of 
the fauces and over the tonsils or tonsil beds, it then 
gains the epiglottis and eventually covers the whole 
of the larynx. The epiglottis becomes swollen, 
covered with granulations, and eventually either 
permanently thickened or else eaten away. The 
vocal cords are often completely covered, with loss 
of voice, which may be permanent if not rightly 
treated. Tumours may form in the interarytenoid 
region. In addition to the larynx the posterior third 
of the tongue may be invaded, with much heaping up 
of granulations, and stiffness and soreness of the organ 
itself. (3) Starting in the floor of the vestibule, the 
disease may track through into the angle between the 
lip and the alveolus of the upper jaw, and so gain 
the buccal cavity, where it spreads along the gums 
and on to the hard and soft palate. 

Starting on the Lip or Gums.—The granulations may 
first appear on the lip and spread over the gums and 
hard and soft palate and so to the pharynx and larynx. 
Or they may miss the palate altogether, and leap 
straight from the lip to the pharynx or larynx. 


Clinical Manifestations. 

The chief thing noticeable about these patients is 
that though they may suffering from a very 
extensive lesion, they are not definitely ill; although 
they are usually in a poor state of health, and are 
found on questioning to live an indoor life under 
conditions which are not conducive to general physical 
fitness. Apart from this the symptoms of the disease 
are those which it produces according to the actual 
organ affected. 





(1) In the Nose.—Nasal obstruction is produced by 
granulations or proliferations of the papillomatous 
type on the anterior part of the septum and the inner 
surfaces of the opposing ale nasi. The obstruction 
invariably persists, and is maintained later by the 
thickening of the soft parts, and the piling up of 
granulations and thick crusts, which form so 
unpleasant a feature of the disease. This obstruction 
often lasts for year. and may be permanent if unwisely 
treated. Nasal discharge is one of the earliest signs. 
It is very scanty and thin, sometimes tinged with 
blood, and arises from the granulations. It rarely 
persists for more than a year, after which the nose 
becomes dry. Bleeding is not common, but occurs 
from the granulating surface when a crust is removed. 
It is not profuse. 

(2) In the Post-nasal Space.—The condition here is 
one of dryness and scarring which spreads down the 
postecior pharyngeal wall. There may also be nasal 
obstruction made more pronounced by the formation 
of tumours in the posterior choane. 

(3) Soft Palate and Fauces.—Both surfaces of the 
soft palate and all the pillars of the fauces are 
frequently attacked together. The result is a thickening, 
stiffening, and immobility of these parts, occasioned 
not only by the active disease itself, but by the 
scarring left by it, when eventually, after the passage 
of years, it becomes healed. This condition leads to 
a nasal intonation of the voice, and, on rare occasions, 
to regurgitation of fluids into the nose when 
swallowing. 

(4) Mouth and Tongue.—There is_ thickening, 
stiffness, and deformity of the lips where they are 
affected, and a general dryness and soreness of the 
mouth, especially where there is widespread thickening 
of the mucous membrane with the deep, indolent, 
serpiginous ulceration already described. The tongue 
may be rendered slightly immobile and the taste 
impaired. 

(5) Larynx.—The most serious effects are seen in 
this part. Huskiness is a common symptom when 
the epiglottis and parts of one or both vocal cords 
or the interarytenoid region are affected. But the 
disease soon overwhelms the whole larynx with total 
loss of voice, which persists for many years, and may 
be permanent if allowed to progress until the larynx 
becomes a mass of scar tissue, or if it is unwisely 
treated. In such cases, not only is the voice 
irretrievably lost, but the glottis sometimes becomes 
inadequate, and tracheotomy has to be performed, 
a result which can only be described as disastrous. 
When there is loss of voice the whisper is often very 
feeble owing to the larynx becoming stiff, and being 
held widely and rigidly open, so that a forcible stream 
of air cannot be expelled through it, as through a 
narrower orifice. The result is that the whispered 
speech can only be heard by placing the ear close 
to the patient’s mouth. 


Prognosis. 

Considerable divergence of opinion in certain 
details is to be observed among authorities of long 
experience. In certain favourable cases there is 
a definite tendency to heal under conditions which, 
as is aimed at in frank tuberculosis, promote the 
general health and resistance. On the other hand, 
in the great majority of patients the disease goes on 
for many years, and eventually leaves its victim 
hideously disfigured, with permanent nasal obstruc- 
tion, permanent loss of voice, and sometimes even 
with a tracheotomy. 

While Sir StClair Thomson in England emphasises 
this tendency to heal, in America Wendel Christopher 
Phillips in his standard text-book dismisses the 
subject in the following words: ‘* Laryngeal lupus is 
practically never cured. It may be arrested for 
a time, but it will finally reappear and cause a fatal 
termination.’’ The authors’ own experience is that 
in the majority of cases a definite disappearance of 
the disease can be obtained by suitable measures of 
treatment; and that if in certain small areas there 
is a tendency to recur, the local recurrence can again 
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be dealt with by a repetition of the same treatment. 
iiven in those cases of the “ ulcerative ” type, which 
most obstinately resist treatment, a great mitigation 
and relief of symptoms can be obtained within a short 
time. 

Treatment. 


(1) General.—All possible means must be taken to 
improve the general health—i.e., an open-air life, 
a generous diet, and tonics containing iron and 
arsenic, or cod-liver oil and malt. 

(2) Local.—The unsatisfactory nature of previous 
methods of local treatment can be estimated by 
their large number, and by the fact that only one 
method has any enthusiastic adherents. This method 
is the destruction of the disease by galvano-cautery. 
But even this is not applicable to cases where the 
disease is very extensive and, as may readily be 
understood, to a large extent inaccessible to its 
application ; as, for example, when the seat of the 
disease is the post-nasal space. The authors can 
recommend the following methods of treatment :— 

In Slight Cases.—When the disease is in the 
neighbourhood of the vestibule of the nose, or in 
parts of the mouth which are readily accessible, the 
galvano-cautery is a rapid and easy method of 
exterminating very small patches. The burning 
causes replacement of the affected area by strong 
white scar tissue, which has, however, the effect of 
immobilising the part so treated. 

In Severe and Extensive Cases.—In the authors’ 
experience the majority of cases, when first seen, 
have reached a stage which puts them in this category, 
for which they can confidently recommend treatment 
by radium. 

Clinical Aspect: The Present Situation of Radium 
Therapy for Lupus of the Upper Air Passages. 


(a) This method of treatment, as is mentioned later, 
is not new. But very few cases have previously been 


published, and-so its advantages have not come into 
prominence. But, having closely observed the progress 


of a series of fresh cases for a period extending over 
two years, the authors feel that the results have been 
so happy that further delay in publishing them is 
unnecessary. They realise that time alone can give 
the ultimate scientific verdict on the questions of 
complete cure and possible recurrence. But during 
the years that must elapse before such a verdict can 
be given many sufferers might be condemned to years 
of speechlessness and a lifetime of disfigurement 
which could quite well be avoided. The authors are 
convinced that the aphonia is in the majority of 
cases curable and the facial disfigurement avoidable. 
They would therefore urge that the disease should be 
treated before it has exceeded the limits which allow 
of a satisfactory result being obtained—i.e., before 
the larynx has been partially destroyed and _ before 
facial disfigurement has actually occurred. 

Further experience in radium therapy of lupus of 
the upper air passages is necessary to enable an 
authoritative announcement to be made; but it may 
reasonably be hoped that, in dealing with the obstinate 
ulcerative type of lupus, a method of reducing it 
more rapidly may soon be found. 

(b) Coéperation between Laryngologist and Radio- 
therapeutist.—This ensures the correct dosage of 
radium being given and also its accurate application 
to the affected area. We regard this as the funda- 
mental condition of success in treatment, and feel 
justified in doing so because of satisfactory results 
which have attended this collaboration. The laryngo- 
logist should always point out the particular parts 
requiring radium applications, and when necessary 
should manipulate the tubes into position and 
apply cocaine as occasion requires. This is especially 
necessary deep in the nose, the post-nasal space, 
and on the soft palate. 

(c) Advantages of Treatment by Radium.—In addition 
to the successful alleviation of the complaint this 
treatment has much to recommend it. The treatment 
consists of short courses of four to five hours on three, 
four, or five consecutive days. These short courses are 





repeated at intervals of six weeks to two months, for 
a year or even longer until the disease is eliminated. 
At each session the tubes or plates are placed in 
position, with or without the application of cocaine, 
and kept there for the requisite time. This involves 
no pain and little inconvenience or discomfort. The 
treatment should be continued for a period extending 
from a few months in slight cases to about a year or 
more in extensive cases—i.e., about six short courses 
at two monthly intervals in serious cases. By this 
time a serious though favourable case is apparently 
cured, the slight cases in a very much shorter time. 

(d) Methods of Application of Radium.—In the nose 
radium may be applied in the form of plates to the 
outer surface, and in tubes, fastened at the end to 
a silver wire, to the interior. The tubes can be pushed 
to any distance into the nasal foss#, which can if 
necessary be cocainised previously. In the _ post- 
nasal space and on the upper surface of the soft 
palate the radium is applied by means of similar 
tubes passed through the nose. In the mouth 
application is by tube or plates of suitable size; the 
auces and soft palate should be cocainised before 
application. The larynx is treated by external 
plating. 

(e) Action of Radium.—Broadly speaking, radium 
has two forms of action. In lethal doses it is a 
destroyer of living tissue and is used to destroy new 
growths. But in stimulating doses it has the effect 
of accelerating the formation of fibroblasts, and so 
assists the maturing of granulation tissue. When 
these doses are applied to chronic granulations, such 
as are found in tuberculous and lupus lesions, they 
stimulate them to fulfil their function in replacing 
the disease by scar tissue, and so perform their duties 
as a natural defence against disease. In chronic 
lesions caused by the tubercle bacillus, where the 
spontaneous cure is by fibrosis, radium acts as a 
powerful ally of Nature. Moreover, its action is 
selective, and fibrous tissue is laid down only where 
the presence of the tubercle bacillus has elicited the 
inevitable tissue reaction, so that just enough and 
no more scar tissue is laid down to get rid of the 
disease. This scar tissue is soft and pliable, and no 
unnecessary rigidity of mobile parts, such as the 
larynx and soft palate, is produced. 

Again, some small patches of lupus are so faint that 
they cannot be seen by the naked eye. But the radium 
searches them out, and when the swelling takes place, 
which marks the reactionary stage of treatment, the 
presence of minute patches of the disease becomes 
apparent. The action of radium is therefore more 
thorough than any treatment dependent upon exact 
identification by the surgeon. In addition, there is 
the action of the rays upon the tubercle bacilli 
themselves. 

Many experiments have been made by Mr. A. E. 
Hayward Pinch regarding the action of radium 
rays on cultures of the tubercle bacillus, and it 
has been found that an exposure of at least 100 
hours with a full strength unscreened apparatus 
is necessary to produce a lethal effect. Owing to 
the tremendous reaction which such a dose would 
have on the human tissues, radium cannot’ be 
used for the purpose of actually killing the tubercle 
bacillus. It has been noted, however, that cultures of 
tubercle bacilli which receive a fairly short radiation 
have their vitality inhibited, and subcultures made 
from them grow much more slowly than the controls 
and exhibit numerous involution forms. It is probable, 
therefore, that the radiation of a lupus patch for 
a moderate length of time weakens the vitality of the 
tubercle bacilli, and so enables their ingestion by 
phagocytes to be more easily accomplished.' 

({) Macroscopical Appearances of Healing.—(1) The 
reactionary stage. This is at its height in ten days 
to a fortnight after the application of radium. During 
this stage any crusts come off of their own accord, 
leaving a smooth surface. The affected area becomes 
swollen from cedema and covered with « thin layer 
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of sticky secretion. (2) The healing stage. In another 
fortnight the same area will be seen to be shrunk 
below its original diseased condition, and part of it 
will be covered with fresh mucous membrane over 
a partial layer of finely striated scar tissue, which, 
however, is not immediately visible, but can be seen 
at the end of treatment. This healing process, 
starting at the edge of the affected area and progressing 
to its centre, takes place in stages after each course of 
applications until all the lupus has disappeared. 
Sometimes the disease is eliminated without any 
visible formation of scar tissue—a matter of con- 
siderable importance in dealing with mobile parts of 
the throat. 

(gq) Restoration of Function.—This is one of the 
greatest attributes of radium treatment and is 
dependent upon its selective and economical action 
in the laying down of scar tissue. The disease is 
eliminated and the function of the part restored. 

(1) The greatest blessing of this is found in the 
larynx. Young adults, who have for three and four 
years been condemned to the life of a recluse owing 
to their complete aphonia, have within a few weeks 
been restored to normal and happy human beings 
and are able to enjoy the usual amenities of life. 
This has occurred without exception in all the 
laryngeal cases treated. These cases are in marked 
contrast to some which are left to themselves, or 
treated by cautery or scraping, in which thick scar 
tissue forms, causing incurable aphonia and sometimes 
necessitating tracheotomy. In contrast to the treat- 
ment adopted in tuberculosis of the larynx, where 
complete rest for the throat is enjoined, the patient 
suffering from lupus should be encouraged to use the 
voice as much as possible while under treatment with 
radium so as to regain whatever suppleness is possible 
in the scarred muscle tissue and mucous membrane. 

(2) In the nose the results are equally satisfactory 
if less dramatic. The swelling and crusting completely 
subside, leaving a free airway and often a healthy 
secreting surface. 

(3) The soft palate and fauces, although occasionally 
scarred, are left in a freely mobile condition, thus 
assisting the normal return of the voice. In one case 
where there was more scarring than usual, massage 
was applied to the part under local cocaine anesthesia 
and free mobility restored. 


Technical Aspect of Radium Therapy. 

1. Rays.—For the sake of those who are not 
conversant with the elementary therapeutics of 
radium, it may be well to give a very brief account 
of the rays emitted by its salts. They are of three 
types: (1) Alpha rays, whose therapeutic power is 
practically nil, as they are unable to pass through the 
walls of their containers, and in the case of varnished 
applicators only a few rays can escape; they are 
absorbed very quickly, normally at a depth of 
0-01 mm, from the surface of the skin. 

(2) Beta rays, which are much more penetrating 
than the above. They are divided into: (a) Soft, 
which cannot pass through 0-2 mm. of aluminium; 
(b) medium, which can pass through 0-2 mm. of 
aluminium, but not through 0-2 mm. of silver; 
(c) hard, which can pass through 0-2 mm. of silver. 

The soft beta rays are rapidly absorbed, but the 
hard beta rays are only reduced to about 6 per cent. 
of their initial value in their passage through 1 cm. 
of body tissue. 

(3) Gamma rays—these are very penetrating; the 
radiation which will pass through 2mm. of lead 
consists only of gamma rays; so penetrating is their 
power that it requires a thickness of 14-4 cm. of 
blood, or 7-6 of muscle tissue to reduce them to 
50 per cent. 

For the purpose ofthis paper it may be stated that : 
A screen of lead, 0-1 mm., allows 23-6 per cent. beta 
and 99-5 per cent. gamma rays to pass; a screen of 
silver, 1‘0 mm., allows 1-18 per cent. beta and 95-5 per 
cent. gamma rays to pass ; a screen of lead, 2°0 mm., 
allows 0-37 per cent. beta and 92-8 per cent. gamma 
rays to pass. To put it shortly, the beta rays are 





destructive and cause a surface reaction comparable 
to cauterisation, burns from the first to the fourth 
degree resulting from an unscreened application, 
according to the strength and duration of the variation. 
These changes, however, take place slowly, the summit 
of the reaction not being reached for about 14 days ; 
the associated gamma rays meanwhile stimulate the 
growth of fibroblasts and so aid the process of repair, 
complete healing eventually taking place. By 
suitable screening this destructive action of the hard 
beta rays can be modified to the degree required. 

2. Apparatus and its Application.—The strength of 
all apparatus described below is expressed in terms of 
hydrated radium bromide, a salt the radium element 
content of which is 53-6 per cent. As this salt is 
deliquescent and unstable, it is always converted 
into the insoluble sulphate before being fixed in 
apparatus. 

The following methods of treating lupus of the 
nose and upper air passages were elaborated by Mr. 
Hayward Pinch in 1911, and have been used at 
the Radium Institute ever since. 

(a) When treating the more accessible parts, such 
as the nares, post-nasal space, fauces, uvula, tongue, 
and buccal mucous membranes, glass tubes (varying 
from 1-5 cm. to 4 cm. in length, and from 0-2 cm. to 
0-3cm. in diameter) containing 25 mg. of the salt 
are used. These are screened with 1 mm. of silver 
and are covered with rubber, being kept in the desired 
position by means of either a flexible wire attached, 
a stout piece of silk threaded through an eyelet at 
the proximal end, or by using dental wax. As stated 
above, this screening (silver, 1mm.) only allows 
1:18 per cent. of the beta rays to pass which causes 
a much modified destructive reaction, the associated 
gamma rays aiding the process of repair. These 
tubes are usually retained in position for from two 
to six hours (not more than two hours at one sitting). 

(b) Early cases of lupus of the palate are treated 
with full strength (i.e., 10 mg. to the square cm.) 
unscreened applicators, covered only with rubber 
sheeting, for one hour. 

(c) Chronic cases of lupus of the palate, and also 
those which have already been radiated, are treated 
with half strength (i.e., 5 mg. to the square cm.) 
plates, screened with lead, 0-1 mm., and covered with 
rubber sheeting; these applicators are retained in 
position for from one to one and a half hours. Lesions 
of the gums and buccal mucous membranes are 
treated in the same way. 

(d) In treating the larynx, half strength (see above) 
plates screened with lead, 2 mm., and covered with 
rubber sheeting are used. These usually contain 
140 to 80 mg. of the salt, two or three being applied 
externally over a thin layer of cotton-wool and fixed 
in position by strapping and bandages. In this way 
a purely gamma radiation is obtained, and there is 
no danger of damaging the skin or intervening tissues. 
It has been sometimes stated that radium may cause 
necrosis of the laryngeal cartilages, but no case of this 
nature has ever been observed at the Radium Institute. 
From 100 to 200 mg. are used at each sitting of five 
hours, and this is usually repeated for from three to 
five days, according to the severity of the lesion. 

It will be seen from the above that in a case of 
average severity a patient will receive about 100 mg. 
hours (salt) with silver, 1 mm., to each of the more 
accessible areas, detailed above (a), and about 
3750 (150 x25) mg. hours (salt) with lead, 2 mm., to 
the larynx externally. This treatment is generally 
repeated at intervals of six weeks to two months, 
according to progress ascertained by the laryngologist. 

In the above description no mention has been made 
of the ‘“‘ emergent ’? secondary rays which have such 
an irritating effect on the tissues; these rays are 
eliminated by interposing aluminium, 0-2 mm., or 
several sheets of black paper between the leaden 
screen and the rubber sheeting. 


Appendix of Cases Recently Treated. 


-*atients suffering from small lupus patches, which 
have readily healed after radium applications, are 
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not included in this appendix, which contains only 
the more extensive cases. 

The cases have been divided according to the organ 
principally affected in each case. 

1. Laryngeal cases—i.e., cases in which the disease 
affected the larynx as well as other parts of the 
upper air passages. These are the most extensive 
and serious cases as far as the upper air passages are 
concerned. Owing to the patient’s aphonia, the 
condition of the larynx has been the principal 
consideration in treatment, apart from actual cure. 


CASE 1.—Types (A) granulations and (C) tumour formation 
are exemplified. An unmarried woman aged 24. 

History.—Tuberculosis of apex of right lung which had 
been quiescent for some years. 1918: Developed nasal 
obstruction due to lupus. Wassermann reaction negative. 
1919: Her voice became husky and disappeared altogether. 
For four years she lived the life of a recluse for fear of 
infecting others, and also owing to being unable to speak 
to anyone, 

Examination (June, 1923).—General condition good. 
Tuberculosis of lungs quiescent. Nose: Cartilaginous part 
bulging as if from large polypi, but in this case caused by 
extensive crusting within the vestibule. Posterior edges 
of the vestibule and the anterior ends of the inferior turbinates 
were covered with large crusts, which also surrounded a 
perforation of the septum about the size of a threepenny-bit. 
The nose was almost completely obstructed by the crusts. 
On removing one of the crusts a swollen and bleeding surface 
was revealed. Post-nasal space: In the right choana and 
resting against and attached to the septum was a rounded 
white tumour about the size of a hazel-nut. Pharynx and 
The uvula was rigid and much swollen, with a 
granular surface. Granulations extended down the posterior 
left faucial pillar and tonsil bed and both the right pillars 
and right tonsil bed. The pharynx was heavily scarred from 
healed lupus. Larynx: Epiglottis scarred, deformed, and 
apparently healed. Both ventricular bands and vocal cords 
were thickly covered with granulations, and there was 
swelling of the interarytenoid region with granular surface. 
Phonation : The whole larynx was stiff and the cords did 
not approximate. Voice: Nil. Whisper very feeble and 
only faintly audible. 

Treatment.—Starting from Nov. 5th, 1923, she received 
short courses of radium treatment at two monthly intervals. 
These continued for a year. 

Result.— After the first application of radium the crusting 
disappeared from her nose and she was able to breathe 
through it. Also, within six weeks she found herself able 
to speak for the first time after a silence of four years. The 
whole condition has since completely cleared up. Her soft 
palate was a little stiff, but to this mobility was restored 
with massage under cocaine angwsthesia by Miss Curling. 
The voice is still somewhat husky, but is loud and the words 
clearly audible, and she can speak for any ordinary length 
of time without increased huskiness of voice or tiredness of 
the throat. 


fauces ¢ 


CAsE 2.—Types (A) granulations, (B) vegetations, and 
(C) tumour formation. The patient, a girl aged 18 years, 
had for three years suffered from nasal obstruction and 
complete loss of voice. 

Examination.—Nose: Lupus of the vegetating type (B) 
was protruding from the left nostril. Granulations (Type A) 
extended through the left nasal fossa as far as the post- 
nasal space. The posterior half of the right nasal fossa 
was also covered. Post-nasal space : The posterior ends of 
both middle and inferior turbinates were affected, also the 
posterior pharyngeal wall and the superior surface of the 
soft palate. Pharynx and fauces: The pharynx was much 
scarred, and the uvula, fauces, and tonsil beds covered with 
granulations. Larynx: Epiglottis, ventricular bands, and 
vocal cords were all thickly covered. In the interarytenoid 
region was a fair-sized lupus tumour (Type C). Voice: 
Completely absent. Whisper only faintly heard. We had 
the greatest difficulty in persuading this patient or her mother 
that she would regain her voice. She had been to the Radium 
Institute two years previously and been told that the disease 
was too deep-seated to be attacked by radium. 

Treatment.—Courses of radium at two monthly intervals. 

Result.—The whole condition has cleared up. There is 
no nasal obstruction and no scarring except in the posterior 
pharyngeal wall and epiglottis. The voice returned in four 
months and is now quite normal, and the patient is able to 
sing. The palate and fauces are freely mobile and show no 
scarring. 


CASE 3.—Types (A) granulations and (D) ulceration. The 
patient, a woman aged 35, had for some years suffered from 
soreness and induration of the lip, and more recently from 
huskiness of voice, which for the last year had 
complete aphonia. 


become 


Examination.—Lip: The under surface of the upper lip 
was covered by old-standing indurated lupus of the ulcerative 
type. Pharynx: There was a patch of lupus about the 
size of half-a-crown in the posterior pharyngeal wall. Larynx : 
The epiglottis was destroyed. Both vocal cords were 
affected, but the left vocal cord and ventricular band were 
very thickly covered. Voice: Absent. 

Treatment.—Short courses of radium at intervals of two 
months. 

Result.—The voice returned in a few weeks and is now 
quite normal. The whole condition has made good progress 
and is nearly healed. 


CASE 4.—Types (A) granulations and (D) ulceration. A 
man, aged 18, had for two years suffered from nasal obstruc- 
tion and loss of voice, with soreness and stiffness of the back 
of the tongue, 

Examination.—Nose : Lupus granulations over the right 
inferior turbinate, Post-nasal space: Some scarring of the 
posterior wall. Palate and fauces : Some ulceration in small 
scattered patches. Tongue: The whole of the posterior half 
was covered with massive piled-up granulations. Larynx: 
The epiglottis very much thickened and swollen. The 
posterior parts of the vocal cords and the interarytenoid 
region were affected, and also, to a certain extent, the sub- 
glottic space. Voice was almost gone, but the patient could 
cough and occasionally say some words. 


Treatment.—This was carried out according to the usual 
principles. 
Result.—The voice returned and became quite strong 


though still a little husky. The larynx is healed except for 
the epiglottis, which is still thickened. The nose and tongue 
are healed. But the patches in the palate and fauces being 


of the ‘ulcerative’? type, resisted treatment for some time, 
but have been arrested and held in check. They have since 
healed. 

2. Nasal Cases.—These are cases in which the nasal 


condition has been predominant, and in which the 
avoidance of its destruction and disfigurement has 
been the first consideration in treatment. 


CASE 1.—Shows apple-jelly nodules on nose and lip and 
Type (A) granulations in the nose and pharynx. Patient 


is a man, aged 15. Had for several years suffered from 
nasal obstruction, and for one year had noticed spots on 
his nose and lips, with swelling and crusting of the right 


nostril. 

Examination.—Nose : In the right nasal fossa the granula- 
tions extend back to the nasopharynx. In the left nasal 
fossa there is some slight granulation. Nasopharynx and 
pharynx: Granulations extend downward behind both 
posterior pillars of the fauces, which are themselves slightly 
affected. Larynx unaffected. Neck: Both tonsillar glands 
are swollen. 

Treaiment.—The usual line of treatment has been followed. 

Resull.—The whole condition has made very satisfactory 
progress. There is now no danger of destruction of the 
right alar cartilage, and most of the disfigurement already 
apparent has disappeared. It has since healed. 

CasE 2.—Shows apple-jelly nodules on the nose and 
Type (A) ulceration. The patient, a man aged 21, had for 
three years suffered from swelling and disfigurement of the 
nose, with nasal obstruction, and much crust formation in 
the nostrils. His throat also had been sore and his voice 
husky for a year. 

Examination.—Nose: The whole end of the nose 
much swollen and covered with apple-jelly nodules, which 
also covered the ale. The vestibule on each side was widely 
dilated with crusts and granulations extended far into the 
nose. There was complete nasal obstruction. Post-nasal 
space : Some scarring and granulations in the superior aspect 
of the soft palate. Palate and fauces: The whole of the soft 
palate and fauces and most of the hard palate were covered 
with a uniform raised red mass of granulations. Larynx: 


was 


The epiglottis was thickened with granulations and the 
anterior end of the left vocal cord slightly affected. The 
voice was husky but not markedly so. 

Treatment.—<As in the previous cases. 

Result.—The case is still under treatment. The nose is 


now nearly normal and all risk of breaking down and dis- 
figuration has gone. The patient can breathe well through 
both sides of the The condition of the palate and 


nose, 


fauces is rapidly disappearing. The epiglottis is still 
thickened, but the voice has returned to normal. 

CASE 3.—Types (A) granulations and (D) ulceration. The 
patient is a girl aged 16. 

History.—For several years she had[suffered from “ sore 


on the nose.”’ 

Examination.—These sores were extensive and consisted 
of red granulating patches on the end of the nose and on the 
alz. There was also much crusting in both vestibules, with 
distension of the nostrils. It was impossible to see any dis- 
tance into the Mouth: The whole of the soft and 





nose, 
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hard palates, the fauces, tonsil beds, and the gums of the 
upper jaw were smothered with lupus of the ulcerative 
variety. Larynx: The epiglottis and superior surface of the 
arytenoids were diseased. 

Treatment.—Short courses 
monthly intervals. 

Result.—Nose : This has much improved. The nose, 
although not quite normal in appearance, is now free from 
lupus on the outside. The edges of the alz, however, are 
rather irregular. Mouth: The extensive area affected 
entailed prolonged treatment, but satisfactory progress has 
been made and the parts involved are now nearly healed. 
Larynx: Satisfactory progress has been made. 


of radium therapy at two 


Several other cases have been, and are still, under 
treatment, but they have not been long enough as 
yet to justify a report being made. 

For the opportunity of treating three of the reported 
cases the authors are indebted to the courtesy of 
Mr. Herbert Tilley, Dr. A. M. H. Gray, and Mr. 
Michael Vlasto. 





RECORD OF A BLOOD ; CRISIS.* 
By A. E. SOMERFORD, M.D. Mancu., D.P.H. CAmp., 


FORMERLY ASSISTANT DIRECTOR OF THE CLINICAL LABORATORY, 
MANCHESTER ROYAL INFIRMARY. 


THE significance of a blood crisis lies in the fact 
that there is a tremendous over-activity of the bone- 
marrow, by which young immature red cells, some 
embryonic in type, are thrown into the general 
circulation in order to counteract the effects of blood 
loss due to hemolysis. Though such a crisis is usually 
of good prognostic significance the efforts of the 
bone-marrow may be unavailing, as in this case. 


E. B., a married woman, aged 42, was admitted to the 
Royal Infirmary, Manchester, under Dr. E. M. Brockbank’s 
care on June 26th, 1923. 

A blood count was taken on the same date with this 
result: red cells, 1,126,000 per e.mm.;_ leucocytes, 
3600 per c.mm.; hemoglobin, 22 per cent. ; colour-index, 
1-0; normoblasts, 57 perc.mm. ; megaloblasts, 43 per c.mm. 

Differential leucocyte count (per cent.) : Polymorphs, 44 ; 
lymphocytes, 52-8 ; large mononuclears, 1-6 ; eosinophiles, 
16; mast cells, 0. 

The red cells showed a marked degree of anisocytosis, 
poikilocytosis, and macrocytosis. Punctate basophiles and 
polychromatophiles were not found, and blood platelets 
were apparently absent. Though the colour-index was 
somewhat low, the clinical findings and other features of 
the blood count were in accordance with the diagnosis of 
pernicious anemia which was made. 

Further blood counts were made on July 3rd and 10th, 
and owing to the large numbers of nucleated red cells 
found on the latter date counts were performed daily until 
the crisis had subsided. 


Date in 
1923. 


Hremo- 
globin. 


Colour- 
index. 


Red cells. 
per c.mm. 
1,184,000 
1,408,000 
1,528,000 
1,480,000 
1,416,000 
1,248,000 
1,336,000 
1,352,000 
1,240,000 


Leucocytes. 


per c.mm, 
3600 104 
6600 “R6 
6800 “80 
6600 “82 
6600 ‘Th 
500 “BO 
5000 ‘72 
4200 ‘70 
3600 “83 


Normo- 
blasts. 


Megalo- 


Erythro- 
blasts. 


blasts. 


Free Punctate 
nuclei. basophiles 


Plate 
lets. 


per c.mm. 


| 


0 0 

0 0 
897 Few 

0 


940 

871 Few 
690 Few 
140 0 
151 0 
144 0 


en 
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of a thesis submitted for the degree of M.D. Manch. 





The differential leucocyte counts have been omitted as 
there was little of interest beyond an increase in eosinophik 
polynuclears from 0-8 per cent, on July 3rd to 4-4 per cent. 
on July 12th and 4-8 per cent. on July 14th, after which 
date the percentage rapidly fell. A relative lymphocytosis 
of about 60 per cent. was maintained throughout the crisis. 
Film preparations showed well-marked polychromasia and 
punctate basophilia. Moreover, there was great variety in 
the type of nucleated erythrocyte seen. <A few cells showed 
mitotic figures, and in a few apparent extrusion of the nucleus 
was taking place. 

In addition to normoblasts and megaloblasts a more 
primitive cell, the erythroblast, was observed, a large cell 
with an intense basophile protoplasm and an oval or round 
structureless nucleus, stained purple with |Leishman’s 
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Chart of cellular 

and hamoglobin 

counts showing 

blood crisis in July 

and a pseudo-crisis 
in August. 


RED CELLS 


NUCLEATED REDS. 
5 t — 
JUNE JULY 








AUGUST 


stain. Included in the counts among the megaloblasts were 
the metrocytes, which cells possess a megaloblastic nucleus 
with only a narrow fringe of polychromatophilic protoplasm. 
Cells with oak leaf nuclei were also numerous ; they resemble 
the normoblasts (with which they were classed in the 
counts) but the protoplasm is usually polychromatophilic 
and their nucleus is serrated, resembling an oak leaf. Free 
nuclei are pyknotic in character, and are small oval or 
round bodies. In some erythrocytes there were small round 
bodies which took up the nuclear stain and sometimes 
formed a complete ring surrounding the nucleus. These 
are known as Howell-Jolly bodies. 


Blood counts were taken on July 24th and 3ist with 
these results :— 
24/7/23. 31/7/23. 24/7/23. 31/7/23. 
Red cells 
(per c.mm.) 1,236,000 856,000 
Leucocytes 
(per c.mm.,) 
Hemoglobin 
(per cent.) 
Colour-index 
Normoblasts 
(per c.mm.,) 


Megaloblasts 
(per c.mum.) 64 

Erythro- 

blasts. . 0 
nuclei 0 


64 

3,200 3,200 

Free 

Blood 

0-89 platelets. . 0 

Punctate 

134 102 basophiles 0 
On August 2nd the patient asserted that she felt extremely 

well, and as this sense of well-being had been the prelude to 

the crisis, the possibility of a second crisis was entertained 

and daily blood counts were made for three days. 


20 


16 
1-05 


The following table shows that there was a definite rise 
in the number of nucleated red cells though not of sufficient 
magnitude to warrant a full daily examination : 

2/8/23. 3/8/23. 
per ¢.mm. 
Megaloblasts .. .. 96 
Normoblasts ° 120 
Erythroblasts cal 0 
Free nuclei 48 


1/8 23. 
per c.mm, per ¢.mm. 
24 ¢eee 216 


216 264 


0 0 
144 v4 
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From this date the blood value steadily decreased in spite 
of energetic treatment, and a count taken on August 21st 
(the day before her discharge home) gave this result: 
red cells, 576,000 per c.mm.; leucocytes, 1800 per c.mm. ; 
hemoglobin, 12 per cent. ; colour-index, 1-1; normoblasts, 
43 pere.mm.; megaloblasts, 14 per c.mm. ; other abnormal 
erythrocytes, 0; platelets, 0. 

Differential leucocyte count (per cent.): polymorphs, 
28-0; lymphocytes, 67-6 ; large mononuclears, 2-0 ; eosino- 
philes, 2-4; mast cells, 0. 

She died on August 3Ist, 
examination was obtainable. 


1923, and no post-mortem 


The chart gives a graphic representation of the 
occurrence, and it shows also the less-marked increase 
which might be termed a ‘*‘ pseudo-crisis.’”’ The accom- 
panying increase in red cells and leucocytes is also 
demonstrated, but it will be noted that there was no 
corresponding increase in hemoglobin percentage, 
thus accounting for the low colour-index. 

Erythroblasts and megaloblasts are representatives 
of embryonic regeneration, normoblasts of extra- 
uterine function, and polychromasia and punctate 
basophilic cells are evidence of immaturity. Naegeli ! 
considered that ‘ free nuclei’? were artefacts, and 
Kolliker that they were normoblasts with an extremely 
narrow band of protoplasm. They are of interest in 
so far that, if they represent normoblasts, an increase 
in their numbers indicates a return of the 
marrow to its normal function. 


to thank Dr. Brockbank for his kind 
to publish the data of this case and for 
and most helpful criticism. 


bone- 


I desire 
permission 
his interest 





THE ESTIMATION OF 
QUANTITIES OF BISMUTH IN 
THE URINE. 
By CHARLES ALFRED HILL, 


SUPERINTENDENT ANALYST, BOOTS PURE DRUG CO, 


SMALL 


THE modern therapeutic use of bismuth and its 


compounds has rendered the estimation of small 
quantities of bismuth, especially in urine, a subject 
of interest, and among the fundamental reactions 
which are available, the conversion of bismuth into 
an alkaloidal bismuth iodide, which is also the 
reaction used in Dragendorff’s test for alkaloids. 
appears to be the most promising. The reagent for 
the detection of bismuth suggested by Léger * con- 
sisted of 1 g. of cinchonine and 2 g. of potassium 
iodide dissolved in 100 c.cm. of water. Excess of 
this reagent added to a solution containing free nitric 
acid, but not free hydrochloric or sulphuric acid, gave 
a reddish bismuth cinchonine iodide precipitate in 
the case of appreciable quantities of bismuth, but 
giving a red colour with traces. An attempt to make 
this method quantitative resulted in failure, and 
unless the conditions were very carefully adjusted 
one could not be sure of getting the red bismuth 
cinchonine iodide rather than the greenish-yellow of 
bismuth iodide, slight differences in dilution, excess 
of reagents, &c., making a very marked difference 
in colour. Also, the cinchonine itself lends a fluores- 
cence which interferes. It was found that by dividing 
the reagent into two parts, adding the cinchonine in 
excess, followed by the addition of potassium iodide 
in small amounts, the concentration being kept as 
high as possible, the reaction resulted in the formation 
of a fairly constant and maximum red colour. Caille 
and Viel* recommend as a reagent for the detection 
of bismuth in biological fluids a solution consisting 
of 1 g. antipyrin and 2 g. potassium iodide in 30 ¢.cm. 
of water. Their method was to destroy the organic 
matter by ignition and subsequently to dissolve the 
ash in nitric acid and evaporate. The ash was then 
dissolved in hydrochloric acid and the reagent added. 
10. Naegeli: 
* Buil. Soc. Chem 

p. 116. 


Blutkrankheiten und Blutdiagnostik. 
, i. 91-93, and Year Book Pharm., 1889, 


* Jour. Chem. Soc., 1923, ii., 443 





This method failed to give consistent results, not only 
because the yellowish-green colour masked the red 
compound, but, as Léger had pointed out, the hydro- 
chloric acid should be eliminated and not introduced. 
Also, the addition of hydrochloric acid to the residue 
after treatment with nitric acid would tend to produce 
chlorine, which would liberate iodine and spoil the 
results. The possibility of the production of nitrous 
acid seems to have been entirely ignored, though 
unless its presence is guarded against, the results 
would be quite useless owing to the continued forma- 
tion of iodine. A further difficulty was encountered 
in the destruction of the organic matter in substances 
such as urine. It was found that unless the ignition 
was complete, the bismuth would be retained by the 
undestroyed organic matter, while if the temperature 
on ignition was too high some of the bismuth was 
converted into an insoluble form which could not be 
taken up by nitric acid and, after considerable experi- 
ments, the following method was devised, 
particularly for the estimation of urine. 
To Destroy the Organic Matter. 

As the amount of bismuth is usually unknown, and as it 
is desirable to carry out the final colorimetric matching in 
a solution containing about 0°05 mg., in 50 c.cm. three 
separate quantities of 5, 20, 50 c.cm. each of the urine should 
be measured into separate silica beakers of 100 c.cm. capacity 
and evaporated on an asbestos board over a bunsen flame 
to about 5 c.cm.; the beakers are removed and 5 c.cm. of 
S.G, 1-4 nitric acid added, the basins re placed on the asbestos 
and evaporated to dryness and heated at the lowest possible 
temperature, so that the organic matter is oxidised but 
not charred ; it is important to stop the ignition when all 
the nitric acid is driven off and then to remove, cool, and 
moisten with more nitric acid ; again, the evaporation and 
heating are repeated with previously mentioned precautions 
and if necessary the procedure repeated with further small 
quantities of nitric acid until a white residue remains. 
After cooling, two drops of nitric acid and 25 c.em,. of 
distilled water are added and the solution boiled for a few 
minutes and transferred to a Nessler cylinder; if the lowest 
temperature for the destruction of the organic matter has 
been maintained, it will be unnecessary to filter the solution 
which should be perfectly clear and colourless. After rinsing 
out the beaker with further quantities of boiling water, the 
volume is made up to 50 c.cem. and cooled. 


To Determine the Bismuth. 

To the solution in the Nessler eylinder add 0-3 g. of urea, 
dissolve, and mix thoroughly, then add 0-5 g. phenazone, 
agitate to dissolve, and while still shaking add potassium 
iodide in very small crystals (average weight 0-05 g.) one at 
a time until a red colour appears ; it will be readily seen when 
the maximum colour develops, then add one erystal in 
excess, The colour is quite easily imitated with a standard 
solution of bismuth made by dissolving 0-62 bismuth 
carbonate B.P. in 10 c.em. nitrie acid (S.G. 1-4) adding water 
to 1000 c.em., and further diluting 10 c.cm. of this to 1 litre. 
The best results in the control experiment are obtained by 
taking 10 c.em. of this solution (equivalent to 0-05 mg. of 
bismuth, Bi) and 1 drop HNO, (S.G. 1:4), adjusting to 
50 c.em. in the Nessler evlinder and adding the reagents as 
the method specities, and the comparison is made with the 
solution giving the most suitable depth of colour. 


more 


g. Of 


Test results to show the accuracy of the method were 
made by adding known amounts of bismuth to varying 
quantities from different samples of urine and treating 
as described. In every experiment the colour obtained 
was equably comparable with the blank containing 
the same amount of bismuth. Four individually 
different samples of urine into which no bismuth was 
introduced failed to produce any colour when similarly 
treated. 


I wish to express my thanks to Messrs. Boots Pure 
Drug Co., in whose laboratory the work was carried 
out, and to Mr. H. Droop Richmond, F.I.C., for his 
interest and advice, and to Mr. J. A. Egglestone, B.Se., 
for assistance in the experimental work. 


MARGARINE IN Mentat Hosprrats.—The West 
Riding Mental Hospitals Board have rejected the recommen- 
dation of the Board of Control that 25 per cent. of the 
patients’ allowance of margarine should be substituted by 
butter, on the ground that the diet already contains an 
adequate amount of fat. It was stated that butter would 
cost £2442 a year more than margarine. 
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NOTE ON A 
CYSTOSCOPE OF NEW TYPE 
DESIGNED FOR THE APPLICATION 
TO BLADDER 


OF DIATHERMY 
TUMOURS. 


By FRANK KIDD, M.Ca.Camp., F.R.C.S. ENG., 


FORMERLY SURGEON TO THE LONDON HOSPITAL, 


NOTHING can give more satisfaction to the surgeon 
than the ability to destroy a papilloma of the bladder 
without opening the bladder by means of diathermy 
applied with the catheterising cystoscope, a method 
we owe to the genius of Edwin Beer. By this means 
I have destroyed 48 cases of simple and malignant 
papilloma out of 
72 cases treated. 
Nevertheless, it has 
long seemed to me 


and is passed into the bladder armed with a metal 
obturator, the whole instrument being of a size 
No. 24 Charriére. The instrument is passed into the 
bladder, the obturator withdrawn, and the bladder 
washed clear and distended for inspection. Through 
the lumen of the tube is then inserted a straight lens- 
holding tube or cystoscope. This is insulated at its 
distal end by a sheath of “ bakelite.”” The lenses 
are arranged in such a manner that a large field of 
bladder can be seen, and when the cystoscopic tube is 
rotated to a suitable angle,the rounded metal end of 
the cystoscope can be seen as it projects at an angle 
to the main body of the instrument. Nothing then 
remains but to apply this large electrode under the 
sight of the eye to the tumour in the bladder and 
to destroy it completely at one sitting by means of 





that there was room 
for improvement 
in the technique. 
Through the ordi- 
nary catheterising 
cystoscope only a 
small electrode can 
be employed, with 
the result that it 








takes on an average 
at least three sit- 
tings to destroy a 
papilloma of ordi- 
nary dimensions. 
For a long time I 
have been thinking 
how I might devise 
a technique whereby electrode could be 
applied cystoscopically, so that I could hope to 
attain the destruction of a tumour at a single sitting, 
as is quite feasible if the bladder is opened by an 
incision and an _ electrode of large dimensions 
employed. 

At length this idea has been made a practical reality 
by the invention of ‘ bakelite,’’ a material which is 
capable of sterilisation in boiling water, and which is 
a perfect insulating material. When this substance 

yas brought to my notice by Mr. Schranz, of the 


(a) Obturator, 
eystoscopic tu 


large 


a 


Fi. 


, 





(6) Outer insulated sheath endingin metal electrode, 


(c) Straight 
be, (d) Diathermy attachment. 


(e) Iuminating attachment. 


diathermy. The largest and most powerful diathermy 
machine can be used with this electrode and the 
tumour be destroyed just as if it were exposed at an 
open operation. As the field becomes clouded with 
detritus, the bladder can be washed clear through the 
cystoscope without any need for the withdrawal of 
the sheath from the bladder. It is advisable to employ 
a cold lotion of oxycyanide of mercury 1 part in 4000, 
and to empty and refill the bladder frequently 
one proceeds, otherwise the lotion may rapidly 
become heated to an excessive degree by the heat 
generated at the 
electrode. 

I believe that 
this instrument 


as 











A Sheath. 


B. Insulating material, 


co, Connexion to diathermy 
D, Metal electrode, 


E, Irrizating channel. 


Genito-Urinary Manufacturing Company, London, 
I told him of my idea and suggested a means whereby 
the problem could be solved. The result is the cysto- 
scope which I am now bringing forward. I believe 
that this cystoscope is a new departure, and that it 
is likely to give quick results which have hitherto 
been quite impossible of attainment with the ordinary 
catheterising cystoscope. The idea is to use the 
cystoscope itself as the diathermy electrode, a large 
electrode as compared with the tiny electrode so far 
used through the catheterising cystoscope of the 
Nitze-Albarran type. 

The cystoscope consists of an inner tube of metal 
which is connected at its proximal end to one pole 
of a powerful diathermy machine, and which ter- 
minates at the distal end in a large metal ball 
perforated by a hole to permit of the circulation of 
irrigating fluid. This metal tube or electrode is 
insulated with ** bakelite ’’ except at its terminations, 


presents an ad- 
vance in the treat- 
ment of papilloma 
of the bladder. 
Some surgeons 
appear to have 
lost patience with 


machine. c diathermy and are 
inclined to open 
the bladder for 
papilloma. Open operation has a definite mortality, 


and it is always liable to risk of recurrence in the scar. 
Diathermy applied through the cystoscope has no 
mortality and leads to no risk of implanting fresh 
tumours elsewhere in the bladder. 

As an example of what it is possible to effect by 
means of this instrument I can quote the following 
case :— 


A woman was sent to me in April, 1925, by Dr. H. Fraser, 
of Harpenden. She had an ulcerating carcinoma some two 
inches in diameter lying between the right ureter and the 
internal meatus extending on to the right lateral wall. 
She was suffering from severe painful cystitis and hematuria. 
Under anesthesia I burnt over the whole floor of the ulcer 
with the new diathermy cystoscope, and then implanted 
12 radium emanation seeds through another cystoscope into 
the charred base. For some months there followed 
increasing pain accompanied by the passage of large 
sloughs through the urethra. I examined her in November, 
1925. She had no pain, no hematuria, no increased 
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frequency, and the urine was as 
inspecting the bladder with the 
that the malignant ulcer had completely disappeared. 


clear as 
cystoscope 


On 


see 


crystal. 
I could 


This was a case that was quite inoperable by any 
of the older methods and might have been condemned 
to an early and painful death. The treatment applied 





has caused the ulcer to disappear and the bladder to 


take on the appearances and sensations of complete | 


health. 





Medical Sorieties. 


ROYAL SOCIETY OF MEDICINE. 


SECTION OF OPHTHALMOLOGY. 


A CLINICAL meeting of this Section took place on 
Dec. 11th at St. Thomas’s Hospital under the 
presidency of Sir ARNOLD LAwson, 


Inflammatory Deposit in Cloquet’s Canal. 


Mr. MALCOLM HEPBURN showed a woman, aged 33, 
who had a metastatic inflammatory deposit in 
Cloquet’s canal in both eyes. A mass could be seen 
to be filling up the central part of the vitreous, and 
around this the fundus, apparently normal, was 
visible. He had watched the eyes for two years, but 
had seen no sign of inflammation. Had the appear- 
ance been due to hemorrhage he thought it would 
not have been stationary, and it would not have 
lasted so long. He feared that there would be some 
shrinking of the vitreous in the future. 


Central Retinitis.—Band-shaped Opacity of Cornea, 


Mr. A. C. Hupson exhibited two cases of central 
retinitis, showing the condition in two stages. The 
more advanced one he brought forward three years 
ago. when it was at the stage that the more recent 
one illustrated now. There was apparently a calci- 
fication of the retina in the macular region and some 
disturbance of retinal pigment. In addition, there 
were a number of minute bright dots scattered over 
the foveal region. Usually the condition was uni- 
lateral, but he had had at least one case in which a 
very similar state was present in both eyes. In many 
of these cases the vision was certainly not very 
seriously impaired. In several, however, the patients 
complained not only of defective vision, but of seeing 
through a violet haze or mist. One of the two patients 
shown to-day said he seemed to look through a green 
veil; both of them had a central scotoma for red. 
Wassermann in both was continuously negative. 
He suspected some form of toxic absorption, perhaps 
from the air-cells (ethmoid, sphenoid, or frontal 
sinus). After weeks, even months, of treatment the 
sight remained much the same. Mr. Hudson also 
showed a patient with a primary band-shaped 
opacity of the cornea, whom he exhibited first two 
years ago. Scraping in such case produced a good 
result, and there was but little reaction following the 
procedure. Before the operation vision was 6/18 
(partly), and it was now 6,9. 


Ichthyosis of the Skin with Ectropion. 


This patient, also demonstrated by Mr. Hudson, 
had congenital ichthyosis and very severe ectropion 
in each eye. The right eye had been quite destroyed. 
In the left eye was an extensive chronic keratitis in a 
very irritable stage, and apparently threatening to 
extend. Under the circumstances it seemed unlikely 
that much good would follow tarsorrhaphy, as there 
was so much tension on the skin, and union did not 
seem probable. But Thiersch grafting seemed advis- 
able, if a suitable graft could be found. He decided 
on taking a graft from the outer surface of the 
patient’s arm. Instead of being supple, however, this 


had the consistency of parchment. Still, as a bleeding 
surface was left behind, it was clear that living cells 





had been cut through. The graft took well, and the 
eye was now satisfactorily closed during sleep. 
** Black Cataract’ and other Cases. 

Mr. Hudson next showed two cases of black 
cataract. The woman patient was at once seen to 
have very widely dilated pupils, and was obviously 
nearly blind. With the light from the window a grey 
pearly reflex was apparently coming from 
behind the lens. She said she had a severe blow on 
that eye, and that she lost the sight of it two years 
afterwards. The pupil was now inactive and the 
projection very bad. From the better eye he extracted 
a cataract. There was an enormous lens, almost the 
colour of a prune. Vision was now 6/18 without 
glasses. The man with the black cataract had a 
healthy fundus, and with a sphere the vision was 6/9. 
Usually some fundus disease was present in these 
cases, 

Mr. Hudson showed a man with buphthalmos and 
neurofibromatosis of fifth nerve. Mr. Treacher 
Collins had suggested that the buphthalmos depended 
on a defective development of the angle of the 
anterior chamber, and not upon any peculiarity of 
the nerves of the eye. This man’s eye was so injected 
and irritable that Mr. Hudson thought it ought to be 
removed. 

Mr. Hudson demonstrated a case, shown by Mr. 
K. G. W. SAUNDERS, of double leukoma adherens 
which appeared to be unique. Curiously, the tension 
of the eye was not raised, for with the iris applied to 
the back of the cornea over practically its whole 
extent some increase of tension was to be expected. 

Ectodermal Cyst of Tris. 

Mr. P. G. DOYNE showed a woman, aged 46, who 
had a cyst of the iris. She attended hospital and 
asked for an operation to be done. Vision was full 
in both On dilating the eye, a dark cystic 


seen, 


eyes. 


| condition became apparent in the lower and outer 


| third of the iris. 





It was somewhat translucent, and 
the eye transilluminated readily from the limbus. 
The tension of the eye was normal. 


SECTION OF ANESTHETICS. 
A MEETING of this Section was held on Dec. 4th, 
Dr. F. W. Surpway, the President, in the chair, when 
Prof. M. S. PEMBREY, F.R.S., read a paper on 
Apnoea, Dyspnoea, and Cyanosis in Relation to 
A nesthesia, 
supplemented by clinical remarks the 


from Presi- 


dent. Prof. Pembrey described apnoea as the absence 
of respiratory movements. In the foetus there is 
prolonged apnoea, but the foetus born before full 


term is capable of breathing. This appears an excep- 
tion to the rule that muscular work needs progressive 
training. It is not really so, for Ahlfeld has shown 
that muscular contractions of a rhythmic nature occur 
within the uterus and appear to be respiratory and 
due to stimulation of the medulla from gaseous inter- 
change in the blood. A foetal sheep was removed 
from the uterus without damage to the placental 
circulation, and stimulation of the skin did not cause 
respiratory movement: but the animal began to 
breathe directly the umbilical cord was tied. The 
effective stimuli result from changes in blood com- 
position, and cutaneous stimuli are only an accessory 
influence on the respiratory centre whose excita- 
bility is low in the foetus and the infant, as they can 
stand deprivation of oxygen and accumulation of 
carbon dioxide better than the adult. The young 
mammal retains characteristics of its cold-blooded 
ancestors. Apnoea is not due to oxygen excess, as 
has been demonstrated by observations on hibernating 
animals, In infants Cheyne-Stokes breathing is 
common and physiological. In the old, also, this 
type of breathing may have no relation to disease. 
Air containing more than 2 per cent. of COQ, abolishes 
apnoea by maintaining the tension of that gas at 
its stimulating value. Prof. Pembrey described the 





postural apnoea of diving birds, reflex inhibition of 
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respiration in drowning, and the apnoea of forced 
breathing. Dyspnoea, he said, is the counterpart of 
apnoea. The former is evidence of vigorous respiratory 
stimulation, the latter denotes its absence. 

The PRESIDENT deplored the instruction to patients 
to ‘‘ breathe deeply.” Rapid induction of anesthesia 
cannot be obtained without a sense of discomfort. 
Acapnia may occur during prolonged gas-oxygen 
anwsthesia, and can be abolished by rebreathing. A 
condition may arise clinically in which, although the 
patient is fully oxygenated, he suffers from anoxzemia, 
oxygen having facilitated escape of CO, to too great 
an extent. Apnoea is seldom seen during “ open ’ 
ether, the administration being really a *‘ semi-open ” 
one. The President referred to various muscular 
movements and forms of rigidity due not to insufficient 
anesthesia, but in reality to anoxemia, and he related 
a case showing the enormous importance of the 
presence of mucus in the lower air passages. 

The papers were discussed by Dr. S. R. WILSON, 
Mr. G. R. Putturps, Mr. LANGTON HEWER, and others. 


MEDICAL SOCIETY OF LONDON. 


TREATMENT OF GENITO-URINARY TUBERCULOSIS. 

AT a meeting of this Society on Dec. 14th, with 
Sir HoLBuRT WARING, the President, in the chair, a 
discussion took place on the treatment of genito- 
urinary tuberculosis in the male. 


Renal and Vesical Disease. 


Mr. Cyrin A. R. NItrcu, in opening, spoke first on 
renal tuberculosis. Bacilli, he said, reached the 
kidney from some other focus in the body, either a 
quiescent and obscure lesion such as a_ tuberculous 
mediastinal gland, or an active and obvious source 
such as pulmonary, articular, or osseous tuberculosis. 
These two sources of infection, generally speaking, 
gave rise to two distinct clinical types of renal tuber- 
culosis, respectively surgical and medical. As surgical 
renal tuberculosis was primarily unilateral, and as 
spontaneous cure was practically unknown, the treat- 
ment was by early nephrectomy. Before an opera- 
tion was performed the function and condition of 
the opposite kidney must be carefully investigated. 
This having been done, in an ordinary case of 
unilateral disease the kidney should be removed with 
its capsule and any adherent perinephric fat by the 
lumbar route. Nephrectomy was contra-indicated 
when the function of the opposite kidney was defec- 
tive (unless the deficiency was solely due to accom- 
panying toxic nephritis) in advanced bilateral 
tuberculosis, and when the disease was secondary 
to pulmonary or other gross tuberculous lesions. 
With regard to treatment of the ureter, Mr. Nitch’s 
own practice was to remove the entire ureter when- 
ever it was obviously diseased, with a view to pre- 
venting further infection of the bladder, and also to 
accelerating its recovery. In 22 cases there had not 
been any operative mortality, and he considered that 
the results justified the operation, which he described in 
detail with the aid of drawings. Though ureterectomy 
might not be considered necessary in every case, it 
was definitely indicated as a primary operation when 
the ureter was much enlarged and dilated. He spoke 
of 60 per cent. of cures. 

Vesical tuberculosis was twice as frequent in men 
as in women, and was always secondary to renal 
or genital tuberculosis, or, rarely, to tuberculous 
salpingitis by direct extension from an adherent tube. 
The disease extended in a downward direction to the 
prostate, the urethra, the seminal vesicle, and the 
epididymis. The immediate treatment, therefore, 
consisted in removing either the affected kidney or 
the affected portion of the genital tract. When the 
diesase was complicated by both renal and genital 
tuberculosis, the kidney must be removed first and 
the lesion of the genital tract at a later date. The 
results of such drastic treatment were often so remark- 





ably good that extension of the disease to the genital 
tract after nephrectomy should not deter the surgeon 
from a second radical operation. In many cases the 
bladder eventually recovered without further treat- 
ment, but in a considerable proportion pollakiuria 
and pyuria persisted and required both general and 
local treatment. General treatment consisted of rest 
in healthy surroundings, bladder sedatives, cod-liver 
oil when tolerated, and tuberculin. In his experience 
the best form of local treatment was surgical diathermy 
at intervals of a fortnight or three weeks, but the 
operator should aim at singeing rather than coagu- 
lating the surface. He added a few words with regard 
to genital tuberculosis, leaving this subject chiefly 
to the following speaker. In tuberculous epididy- 
mitis he found the operation of epididymo-vaso- 
vesiculectomy devised by Loughnane to give excellent 
results, and removal of a portion or the whole of the 
prostate was only necessary in advanced cases. 


Genital Disease. 


Mr. KENNETH M. WALKER said that it was impos- 
sible to discuss the treatment of genital tuber- 
culosis without referring to its pathology. Pathology 
taught that genito-urinary tuberculosis was never 
primary, it was always the result of a focus elsewhere 
in the body, and most commonly in the lungs, the 
bones, or lymphatic glands. The post-mortem room 
demonstrated the frequent association of tuberculosis 
of the genitalia with similar lesions of the urinary 
system, but he was inclined to think that it was only 
in about 45 per cent. of cases that the urinary system 
was attacked in conjunction with the genital. As a 
rule the disease appeared first in the urinary system 
and then spread to the genitalia. No figures were 
available as to how often the disease took the reverse 
course, appearing first in the genitalia and afterwards 
involving the urinary system. Such figures would be 
of extreme value, for by their means one would be 
able to gauge the success of various forms of treat- 
ment that might be employed in cases which appeared 
to be pure genital tuberculosis, since it was the risk 
of spread to the urinary system that constituted the 
chief danger. His own feeling was that when a genital 
tuberculosis spread to the urinary system it was the 
bladder that became infected through the prostate 
and seminal vesicles, and that the appearance of a 
renal lesion almost always meant that the infection 
started primarily in the kidney. With regard to the 
direction taken by the disease in the genitalia, he 
felt strongly that the path was the same as that 
taken by the gonococcus or any other organism that 
was known to attack the urethra primarily and the 
epididymis by secondary spread down the cord. 
Blood-borne infections of the testicle almost invariably 
affected the testis first, but in tuberculosis, as in 
gonorrhcea, the lower pole of the epididymis was the 
site at which a lesion first appeared. Personally he 
regarded the prostate and vesicles as playing a very 
sinister part in the spread of tuberculosis from the 
urinary to the genital system. If it were not for these 
structures a tuberculous testicle would be as rare as 
a tuberculous ovary. He gave figures which furnished 
evidence in favour of the descending route of infec- 
tion; the spread of the disease was, he believed, from 
the prostate or vesicles to the epididymis rather than in 
the reverse direction. 

A rational treatment based on this pathology 
must recognise two important points. The first 
was that reliance could not be placed entirely on 
surgery, but that general constitutional treatment 
was as important as local extirpation by the knife. 
Indeed, in many cases surgery was entirely supple- 
mentary to treatment by means of open air, cod- 
liver oil, tuberculin, ‘“ artificial sunlight,” &c. If 
the case was one of pure genital tuberculosis the 
tendency was towards encapsulation and _ cure. 
Genital tuberculosis was on the whole a benign disease. 
It was genito-urinary tuberculosis rather than pure 
genital disease that did badly. In the presence of 
urinary disease constitutional treatment alone failed 
utterly. The spontaneous healing of a focus in the 
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kidney was a rare event, and the only hope of salva- 
tion was in surgery. The first step, therefore, in 
the treatment of a patient suffering from genital 
tuberculosis was to make sure that no disease existed 
in the urinary system. Should a focus be found in 
the urinary tract surgical measures must be adopted, 
and once the urinary condition had been satisfac- 
torily dealt with an improvement would take place 
in the genital disease and constitutional measures 
would begin to have effect. The second lesson to be 
drawn from the pathology was that if the theory were 
accepted that the disease started in the prostate 
and vesicles and spread to the epididymis, even such 
a wholesale measure as castration must fail to eradi- 
cate the disease. Should it be the aim of the surgeon 
to remove entirely the infected tissue, he could only 
do so by means of a complete extirpation of the 
genital tract. Whatever might be thought of Mr. 
Hampton Young’s radical operation, it was the only 
logical one from the point of view of complete removal 
of infected tissues. To remove the testicle and vas 
as far as the internal ring and to leave behind an 
infected prostate and vesicle was an incomplete 
operation; it might be justifiable provided it was 
recognised that all that had been done had been to 
remove grossly infected tissues in order to assist the 
body in overcoming the infection that still remained. 
The speaker was in favour, whenever possible, of 
performing an epididymectomy rather than an 
orchidectomy. It was surprising how little the patient 
appeared affected by epididymectomy, and should 
the opposite epididymis become infected later the 
patient gladly submitted to what he regarded as a 
very trifling operation. But epididymectomy or 
even orchidectomy generally left behind central 
lesions in the prostate and vesicles, and the only 
logical operation if it was the intention of the surgeon 
to extirpate the disease by means of the knife was 
the complete excision of the genital tract. This 
was so severe a measure that it should be reserved 


for exceptional cases, in which other measures had 
failed, and the patient was obviously going downhill. 
In the majority of cases the only surgical measures 
required were epididymectomy, orchidectomy, the 
opening of abscesses, and the scraping of sinuses. 


The Pathological View. 


Dr. S. R. GLoyNeE pointed out that his experience of 
renal tuberculosis was chiefly confined to the medical 
form frequently associated with pulmonary tuber- 
culosis. This form generally showed small tubercles 
in the cortex and beneath the capsule, and was almost 
certainly a blood infection of an embolic nature. 
He also dealt with a number of points with regard to 
laboratory examination of urine, &c. He suggested 
that there was probably more than one species of 
smegma bacillus and that various workers appeared 
to differ considerably in their technique of differentiat- 
ing this bacillus from B. tuberculosis by decolorisation 
with alcohol. The only safe way of differentiation 
appeared to be by making careful controls with 
different amounts of decolorisation, by comparing 
with known cultures of B. tuberculosis and by taking 
care in obtaining clean specimens by catheter. There 
seemed to be definite evidence that true tubercle 
bacilli could be excreted by the kidneys without 
lesions in renal tissue. Cases were also occasionally 
recorded in which there were tubercle bacilli present 
in the urine without casts or pus cells, but it was 
generally possible to find pus cells if adequate cent-i- 
fugation was employed. In doubtful cases it was 
important to collect and sediment the whole of the 
urine passed during 24 hours. The animal inoculation 
test was not entirely satisfactory. Cases of renal 
tuberculosis were sometimes found in which guinea- 
pig inoculation failed, and there was always the 
difficulty of having to wait two or three weeks or 
even longer for a result. Secondary infections in 
renal tuberculosis were probably commoner than was 
generally supposed. With regard to treatment, it 
was difficult to estimate the value of tuberculin in all 
chronic forms of tuberculosis, and renal tuberculosis 





was a good example of this difficulty. To give very 
small doses was the only safe rule. Sanocrysin and 
other chemotherapeutic remedies derived from the 
heavy metals were liable to produce toxic nephritis 
and were not likely to offer much scope in renal tuber- 
culosis. There occasionally appeared to be some 
evidence of spontaneous healing of small tuberculous 
lesions in the kidney and from time to time cases of 
cure were reported, but the speaker considered that 
in his experience the 2 per cent. of clinical healing 
given by Keyes in his recent text-book was excessive. 
In conclusion, not only was early diagnosis of renal 
tuberculosis essential, but careful search for 
other foci of disease. The complement-fixation test 
might be relied upon when it was positive, but 
negative reaction was of no value. 


also a 


Discussion. 

The PRESIDENT mentioned a case which had come 
within his experience of apparently spontaneous 
healing of renal tuberculosis, verified by surgical 
discovery of a calcareous nodule in the kidney. 

Mr. JOCELYN SWAN agreed with Mr. Nitch that 
a patient with a bad tuberculous kidney, even with 
tuberculous infiltration in the vesicle and prostate, was 
a perfectly good surgical risk, and could be cured. 
He would raise Mr. Nitch’s estimate of 60 per cent. 
of cures to 75 per cent. His own operation, which 
he described in detail, varied a little from that 
described by Mr. Nitch, but he agreed that the whole 
length of the ureter should be removed at the same 
time as the kidney was removed, because other- 
wise the operation would be incomplete, leaving 
virtually a test-tube of tuberculous material in the 
ureter. In the case of the bladder the post-operative 
treatment was just as important as the operative. 
Generally speaking, vesicular tuberculosis was 
secondary to renal or genital tuberculosis, but he 
had seen one case which was undoubtedly primary 
tuberculosis of the bladder. The less one did in the 
way of local treatment of the bladder the better ; 
once the primary focus in the kidney was removed, it 
was astonishing how the bladder condition cleared up. 

Dr. NATHAN RAw said that in cases of primary 
pulmonary tuberculosis it was remarkably rare for 
the kidney to be affected. On the other hand, in cases 
of primary genito-urinary tuberculosis the number of 
subsequent infections of the lung was larger. On 
the question of tuberculin he had come to the con- 
clusion that although this was an extremely valuable 
remedy it ought not to be prepared from toxic cultures. 
He would strongly urge that cultures which had 
been attenuated should be used. 

Mr. J. E. H. RoBerts mentioned the rarity of genital 
tuberculosis among patients who were the subjects 
of the pulmonary condition. In operating he had, 
as a rule, removed the testis, epididymis, and cord 
as far as the internal ring. In most of the cases there 
was tuberculosis also in at least the vesicle on the 
same side, and also definite nodules in the prostate. 
After the operation he treated by means of thera- 
peutic X rays applied to the vesicle and prostate 
and to the course of the vas between the internal 
ring and the vesicle. In every case the rapid dis- 
appearance of the lesion after X ray treatment 
had been surprising. A necessary preliminary, of 
course, was to remove surgically any large masses of 
tuberculous disease present. 

Dr. RoiF Creasy said that every speaker had right- 
fully emphasised the necessity for beginning with 
very small doses of tuberculin, but it was not until 
the big doses were gradually worked up to that the 
beneficial effects would be felt. 

Sir Henry GAUVAIN remarked on the rarity of 
the condition amongst children. Out of some 4000 
cases which had passed through his hands at Alton, 
he could recall only two of renal tuberculosis. 

Mr. NitcuH, in replying, said that in assessing his 
figure of 60 per cent. cures after ureterectomy he had 
included only those cases in which 24 hours’ specimens 
of the urine had been obtained and showed no pus, 
and, of course, no tubercle bacilli. 
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Rebietus and ‘Hatices of Books. 


MANIPULATIVE SURGERY. 
Principles and Practice. By A. G. TIMBRELL 
FisHErR, M.C., F.R.C.S. Eng., late Hunterian 
Professor, Royal College of Surgeons of England ; 
Surgeon, Seamen’s (Dreadnought) Hospital, 
Greenwich. London: H. K. Lewis and Co., Ltd. 
1925. Pp. 168. 7s. 6d. 

THE astonishing advances which have taken place 
during the last 40 years in the more scientific aspects 
of surgery have had one unfortunate result—they 
have tended to obscure the importance of those 
simpler methods of manipulation upon which our 
fathers had so largely to depend. They have, indeed, 
aroused a positive antagonism between those who 
are trained in the surgeon’s art and those who depend 
for their results on the skill of their hands and the 
quickness of their wits. In the present volume an 
attempt has been made to explain the means by 
which the bonesetter has sometimes succeeded in 
confounding the man of knowledge, and to reduce 
manipulative surgery to something approaching a 
scientific basis. Commencing with a short discussion 
of the pathology and diagnosis of the minor dis- 
abilities of the joints, Mr. Fisher proceeds at once 
to a detailed description of their manipulative treat- 
ment. Taking first the knee-joint, upon which he 
himself has done a great deal of original work, he 
discusses various joints and their disabilities in great 
detail, illustrating his remarks by descriptions of 
typical cases and with photographs which make his 
meaning abundantly clear. The book should be of 
value to all who have to deal with injuries of the 
joints, and it may help to remove from surgery a not 
entirely unmerited reproach. 





GYNECOLOGICAL AND OBSTETRICAL MONOGRAPHS. 


Appendix (1925). London and New York: 
D. Appleton and Company. 1925. Pp. 224. 
12s. 6d. 


THESE monographs were published in America 
in 1922. Each of the 15 volumes was written by 
a recognised authority on the subject and the whole 
series then constituted an excellent survey of this 
important branch of medicine. During the past 
two or three years many important contributions to 
the literature have been made, and the authors of the 
various articles have at the request of the publishers 
furnished the material which has brought the subject- 
matter of each volume up to date. This material is 
now incorporated in one volume as an appendix and 
forms an exhaustive review of recent work both in 
America and on this side of the Atlantic. An extensive 
bibliography with numbered references is appended 
and should prove valuable to the student and the 
research worker. We can recommend this book not 
only to those who possess the original set of mono- 
graphs but also to those who are interested in recent 
advances in obstetrics and gynecology. 





Puysics. 

The Spectroscopy of X Rays. By MANNE SIEGBAHN, 
Professor in the University of Upsala. Translated 
with the Author’s additions by GEORGE A, 
Linpsay, Assistant Professor of Physics in the 
University of Michigan. London: Humphrey 
Milford, Oxford University Press. 1925. Pp. 287. 
20s. 

No book could better exemplify the readiness of 
the scientific world to make use of a discovery than 
this one by Prof. Siegbahn. In 1912 Laue discovered 
the way to measure the wave-lengths of X rays. 
In spite of the war years, investigation was pursued 
on the subject, and to-day the spectroscopy of X rays 
is of such importance as to warrant a text-book to 
itself. Here we have an excellent one, of which the 
scope may be inferred from the titles of the chapters. 











Following a summary of our knowledge of X rays 
up to the time of Laue’s discovery, there are chapters 
on the Interference of X Rays, Technique of X Ray 
Spectroscopy, Emission and Absorption Spectra, 
Theories of X Ray Spectra, the Continuous X Ray 
Spectrum, and a chapter on the Inner Energy Levels 
of the Atoms. There is, of course, abundance of 
material here far beyond the ordinary needs of the 
medical radiologist, but for purposes of reference 
he will find the book worthy of a place beside 
Rutherford’s ‘* Radioactivity ’’ on his shelf. The 
section dealing with spectroscopic apparatus is, 
however, of special interest, for medical men have 
often wished to avail themselves of some type of 
instrument which would give them ocular demonstra- 
tion of the radiations they are using, and, in this book, 
they will find the various types well described and 
their particular merits differentiated. 

The translation has been done by Prof. G. A. 
Lindsay and, on the whole, deserves warm praise. 
The book is a very valuable one; it is written by 
one who has contributed largely to the elucidation of 
the subject and meets a want which has been felt 
for some years. bes. 

Photo-Electricity, the Liberation of Electrons 
Light. With chapters on Fluorescence 

Phosphorescence, Photo-Chemical 
Photography. Second edition. By H. STaNLey 
ALLEN, M.A., D.Sc., F.Inst.P., F.R.S.E., Pro- 
fessor of Natural Philosophy in the University of 
St. Andrews ; sometime Senior Lecturer in Physics 
at University of London, King’s College. London : 
Longmans, Green and Co. 1925. Pp. 320. 18s, 

Prof. Allen’s Photo-Electricity now appears in a 
somewhat enlarged form, not too cumbrous, however, 
for easy reading. The subject-matter is not restricted 
to photo-electricity—i.e., the liberation of electricity 
by light—but includes chapters on Fluorescence, 
Phosphorescence, Photo-Chemical Actions, and Physio- 
logical Effects. Perhaps the last named is the section, 
brief as it is, which will appeal particularly to medical 
readers. Among the various physiological reactions 
discussed in this connexion is that of vision. The 
author says: “ It is sufficient to suppose that photo- 
electric action takes place in the chemical substance 
(or substances) contained in the rods or cones, such 
separation of electrons resulting in electrification of 
the nerve-cells which sets up the nervous impulse 
to the sensorium. The changes in the retina on this 
view are identical with those in a phosphorescent 
substance or in the formation of a latent image on the 
photographic plate. The after-images seen in the 
dark after viewing a brightly illuminated object are 
analogous to phosphorescence, the excitation of the 
retina being due to the separation of electrons, the 
after-image to their return.’’ While there is little 
escape from the probability of photo-electric action 
of the retina under appropriate stimulus, its mere 
recognition can hardly, we feel, be put forward as 
a theory of vision. The book is furnished with a 
bibliography of scientific papers, published from 
1913-24, relating to photo-electricity, which should 
prove of considerable use to readers. 


by 
and 
Actions, and 





La Physique des Rayons X, a Usage des Médecins. 
Par LoIsEL, Préparateur de Physique a la Faculté 
de Médecine ; et Lomon, Radiologiste des Hépitaux, 
Chef des Travaux pratiques de Physique a la 


Faculté de Médecine. Préface du P. ANDRE 
Broca. Paris: Masson et Cie. 1925. Pp. 150, 
10s. 


Tuts book on the physics of X rays for the use of 
doctors will prove useful to them, though they may 
think that the facts of gaseous ionisation are more 
easily grasped unassociated with mathematical treat- 
ment. The book is divided into three parts: the 
first is devoted to a description of the means of 
production of X rays, the second is upon the nature 
and properties of the rays; and the third contains 
very useful information upon gas tubes and Coolidge 
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tubes. Perhaps in a future edition the author will 
amplify this outline. There is such an accumulation 
of radiological data to which medical men may want 
to turn that we think more categorical information 
could usefully be introduced into this excellent little 
book. 





HicgH FREQUENCY IN Oro-RuINo-LARYNGOLOGY. 
La Haute Fréquence en 
By Leroux-Koserr, 
Rhino-Laryngology at 
a Preface by 
Masson et Cie. 


Oto-Rhino- Laryngologie. 
late Assistant in Oto- 
the Salpétriére. With 
Professeur D’ARSONVAL. Paris : 
1925. Pp. 166. Fr.15. 

THE results of surgical diathermy, or diathermo- 
coagulation, are well known to laryngologists in this 
country; indeed, of its effects in cancer of the 
pharynx, Dr. Leroux-Robert remarks that “ the 
English authors are very convinced, the French 
authors more reserved.”’ Of this use of high-frequency 
currents the author of this little book gives a good 
description ; he lays stress on the absence of cicatricial 
contraction, and recommends employment of this 
method for many conditions beside malignant growths, 
and especially for stenosis and contracted cicatrices. 
Thus, he considers it a particularly suitable method 
for the treatment of synechie in the nasal fosse, 
for stenosis of the anterior nares, congenital occlusion 
of the choana, and for cicatricial contraction of the 
palate and fauces. Far less convincing is his recom- 
mendation of the method in the treatment of obstruc- 
tion of the Eustachian tube, of stenosis of the larynx, 
and of multiple laryngeal papilloma after thyrotomy. 
There is a short account of the use of sparking currents, 
or fulguration, but the greater part of the remainder 
of the book deals with medical or diffuse diathermy, 
and the application of high-frequency discharge 
from vacuum electrodes, the so-called ‘ effluve ’’ or 
‘violet ray’’ applications. The author uses the 
former for chronic and tuberculous laryngitis, and for 
middle-ear catarrh ; and the latter for a large variety 
of affections, including lupus, eczema, and cutaneous 
nasal troubles, hypertrophic rhinitis, and ozzna, 
migraine and sinusitis, tonsillitis, middle-ear catarrh, 
oto-sclerosis, tinnitus, and vertigo. The use of this 
form of high-frequency current is obviously only 
on its trial, and it may be said with certainty that 
it will not be found to cure or relieve all these condi- 
tions. Dr. Leroux-Roberts would doubtless agree 
to this, and he deserves credit for experimenting 
in a method which may prove fruitful in some direc- 
tions. But it would have been better if he had been 
more exact in the statement of results in this new field, 
and had given statistics of all cases treated instead of 
merely describing a few selected cases. He is most 
enthusiastic on the treatment by “ effluve”’ of 
ozena, of which he states that the foetor disappears, 
and that no other treatment appears to be 
efficacious; and of tinnitus he concludes 
“‘ darsonvalisation ought to be tried in all cases with 
a very great prospect of improvement or cure.”’ 

The book includes observations of other workers. 
the references being given in footnotes: it is written 
with the enthusiasm of a pioneer, and wiil be of interest 
and assistance to those wishing to experiment with 
the application of the different forms of high-frequency 
currents to various the ; 
and ear. 


so 


diseases of nose, throat, 


EPITHELIOMA OF THE SUPERIOR MAXILLA. 


Traitement des Epithéliomas du Mavillaire Supérieur 
par UV Association Chirurgie-Curiethérapie. Par le 
Dr. G. VERGER, ancien interne des Hépitaux de 
Paris. Paris: Gaston Doin et 1925. 


Cie. 
Pp. 204. Fr. 


99 
aes 


THIs monograph deals entirely with epitheliomatous 
tumours involving the superior maxilla, and with 


their treatment by a combination of surgery and 
radium. A description of the pathological anatomy 
of these tumours is followed by a discussion of their 
treatment by pure surgery and by radium without 
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operation, and the conclusion is reached that neither 
method is effective when used alone. The author 
then describes in detail the surgical technique of 
A. Hautant and O. Monod, followed by their method 
of applying radium to the cavity which has been left. 
This method has been followed in all cases treated 
at the Institut Curie. In eight cases where the 
growth was limited to the superior maxilla and the 
ethmoid, five remained well after periods varying 
between two and four and a half years. Where a 
growth is more extensive such good results cannot, 
of course, be expected, but the author still regards 
them as encouraging. The author concludes with a 
description of 43 cases of various types, the value 
of which is enhanced by the fact that in every instance 
they have been followed up for considerable periods 
after operation. 


DESIGN AND COMPOSITION IN LINE FORM AND Mass. 
By FREDERICK J. GLAss. London: University of 
London Press, Ltd. 1925. Pp. 175. 10s. 6d. 

Tuls is a very interesting book; while, incidentally, 
it is full of exact instruction for craftsmen, the author’s 

general conclusions are wide, constituting almost a 

philosophy of esthetics. There is nothing perhaps 

in one of the most important chapters, that on land- 
scape composition, which is new, but what may be 
termed the laws of picture-making, as applied to 
landscape, are thoroughly well expressed, and their 
practical value can be apprehended. It is, as the 
author says, dangerous to formulate rules in art, 
but despite this there are certain rules of which all 
those who practise the art of landscape painting ought 
to be aware. Certainly let those rules be broken for 
good reasons, and the more sincere and more 
experienced the painter the more often will he be 
able to disregard the very existence of rules; but 
lawless pictures from fervent and learned hands are 
the finished expression of composition, and not to 
be confused with the anarchistic messes of those who 
break rules out of ignorance or insolence. We 
recommend this book to those of our readers who 
have found in drawing not only a pleasant recreation 
but more than occasionally a useful adjuvant to 
medical studies. 


BABIES. 


By A. G. G. THompson, M.A., M.D., D.P.H. 
London: Humphrey Milford, Oxford University 
Press. 1925. Pp. 32. Is. 

ADVICE offered to those untrained in precise or 
accurate thinking should, above all things, be definite. 
In this respect Dr. Thompson’s little book for the 
young mother is one of the best we have seen. His 
style is racy and original and his conclusions are clear- 
cut. Regularity for both mother and child is empha- 
sised as the keynote of good management, and some 
sound advice is included as to the advantages of proper 
organisation in running the home. For the expectant 
mother good food is broadly described as_ being 
fresh food as opposed to that which is tinned, bottled, 
or preserved. As to the food and clothing of the 
baby, Dr. Thompson lays the greatest stress upon the 
infant’s own behaviour, which will indicate both how 
much food and how much clothing are required; he 
holds that the infant may be relied upon to point out 
clearly any errors in these matters, but it cannot always 
be easy to understand the infant’s diagnosis or inter- 
pretation of symptoms, Dr. Thompson has a particular 
dislike to the use of biscuits and cakes, which he forbids 
alike to the expectant mother, the baby, and the older 
child ; milk puddings, he considers, should be post- 
poned until the child is 2 years old, though suet 
puddings are well liked and digested at 18 months. 
More than once in the book mothers are warned 
against resorting to medicine as a cure for the ills of 
infancy. In cases of digestive trouble, ‘‘ medicines 
should come last, not first ’’: for guarding against 
colds, ‘‘ fresh air is the only real chest strengthener 
and lung tonic’’; in connexion with constipation, 
‘*the practice of giving a dose of castor oil or any 





1288 


THE LANCET, ] 


REVIEWS AND NOTICES OF BOOKS. 


[Dec. 19, 1925 








other form of aperient regularly once a week, whether 
there is any bowel irregularity or not, has nothing what- 
ever to recommend it.”” A specially useful paragraph 
is one giving careful directions as to the proper way 
of blowing the nose, and the damage to the ear-drum 
which may result from careless nose-blowing of a 
little child with a cold. The instruction on care of the 
ears is also valuable. Not all doctors will agree with 
the statement that a baby’s mouth should be cleaned 
out with a piece of soft, clean rag dipped in warm 
water; but this is an isolated piece of controversial 
advice amongst a wealth of orthodox wisdom. 

The book may be recommended to mothers as a 
guide to keeping their babies healthy. 





JOURNALS. 
QUARTERLY JOURNAL OF MEDICINE. 
number contains the following articles: Intestinal 
Diverticula, by E. I. Spriggs and O. A. Marxer. 
The appearances of intestinal diverticula, as shown 
by X ray photographs after an opaque meal, are 
illustrated by a series of nine plates. In 1000 
consecutive X ray examinations on the alimentary 
tract, intestinal diverticula were found in 143 patients. 
They are more common in the large than in the small 
intestine, but may occur in any portion of the latter. 
Treatment is usually efficacious if directed to the 
lubrication and efficient action of the bowels, and to 
improvement in the general health of the patient.— 
The Relative Prevalence of So-called Endocarditis 
Lenta Before and After the War: A Survey of 195 
Cases, by Gladys C. Wauchope. The conclusions 
drawn from this article are based on a study of the 
incidence of endocarditis lenta amongst patients at 
the London Hospital during the years 1907 to 1924. 
195 such cases were recorded, of which 125 came to 
autopsy. There was found to be a considerable 
increase in the incidence of this disease in males 
after the war, the maximum number being observed 
in the year 1922. In females such a post-war rise 
was not noted, and the increased rate in the male 
sex was due to cases occurring amongst ex-soldiers. 
The Clinical Syndrome of Thrombosis of the Coronary 
Arteries, by J. W. McNee. Thrombosis of a large 
branch of the coronary arteries is not necessarily 
immediately fatal; in fact, the patient may survive 
for many years. The author observed three cases of 
this nature in Baltimore, and a clinical description 
is given of the main features of the disease. Various 
references to the American literature dealing with 
coronary thrombosis are included, and the article is 
illustrated by two plates showing the macroscopic 
and microscopic appearances of the heart.—The 
Excretion of Chlorides by the Healthy and Diseased 
Kidney, by O. L. V. de Wesselow. The capacity of 
the kidney for chloride concentration was investi- 
gated in a series of healthy individuals and in certain 
cases of nephritis. It is suggested that there are two 
groups of cases of nephritis with oedema. In one, the 
typical parenchymatous nephritis, the chloride plasma 
content is low, but the oedema fluid is rich in chlorides. 
The water and chloride pass quickly from the blood 
to the tissues owing to abnormal capillary permeability, 
and the cedema is of extra-renal origin. In the other 
group, which includes acute nephritis, pre-eclampsia, 
and some cases of prolonged nephritis in which there 
is cedema without effusion into the serous sacs, the 
cedema is of renal origin and secondary to failure of 
water excretion.—Some Observations on the Action 
of Belladonna and Neutral Fats on the Acidity of 
the Stomach Contents, by W. Morrell Roberts. By 
means of the fractional method of gastric analysis 
it was found that thre chief effect of the administra- 
tion of atropine and belladonna in cases of hyper- 
secretion is to lower acidity by relaxing the pylorus 
and increasing the normal duodenal regurgitation 
and rate of stomach emptying. Oil appears to have 
an opposite effect, delaying the rate of stomach 
emptying and inhibiting duodenal regurgitation. 
There is, therefore, a tendency for gastric acidity to 
rise, and some evidence was also obtained of increased 
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gastric secretion. These changes were not usually 
found until late in digestion, and after the period 
at which the one hour test-meal would be withdrawn. 

On Sulphemoglobinzemia, by Lawrence P. Garrod. 
Two cases of this disease are described, in both of which 
Mackenzie Wallis’s nitroso-bacillus was obtained in 
culture from the stools. Treatment by large doses 
of an autogenous vaccine resulted in recovery in each 
instance, after which the organism could no longer 
be found in the stools.—The Clinical Aspect of 
Bundle Branch Block, by John Cowan and _ J. 
Crighton Bramwell. <A series of 24 cases of bundle 
branch block are recorded, in all but one of which 
the right branch of the bundle was affected. The lesion 
is comparatively rare before the age of 40, and the 
onset is usually insidious with symptoms of heart 
failure. Once established it is generally permanent, 
although it has been noted as a transitory phenomenon. 
Bundle branch block can only be recognised by means 
of an electrocardiogram. Post mortem the lesion 
usually found is a fibrosis resulting from a diminished 
blood-supply. More rarely it follows an infective 
process, and the relative preponderance of lesions 
affecting the right bundle may be due to differences 
in the blood-supply on the two sides. The right 
branch of the bundle is supplied by a specific branch 
of the left coronary artery, which is frequently 
degenerate, whereas the left branch receives vessels 
from both of the coronary arteries. 


The article is 


illustrated by a series of electrocardiograms. 


BIOCHEMICAL JOURNAL. Vol. XIX., No.5. 1925.— 
Among the articles in this issue are many papers of 
interest to the general medical reader. In a Note 
on the Presence of Glutathione in the Corpuscles of 
Mammalian Blood, H. F. Holden has demonstrated 
the presence of this body in concentrated protein- 
free filtrates of mammalian blood. He brings strong 
evidence to show that the levorotatory powers of 
this substance probably account for the experi- 
mental observations of L. B. Winter and W. 
Smith. Holden states that the cause of the difference 
between the rotatory and reducing powers of blood 
is probably not due to the presence of an unstable 
sugar, but to this body.—J. A. Milroy has described 
a method for estimating the blood-sugar by a simple 
technique involving the use of one of the nitro-anthra- 
quinonesulphonic acids.—The effects of X rays upon 
normal rats and rats immune to Jensen’s rat sarcoma 
has been studied by E. C. Dodds, W. Lawson, and 
J. C. Mottram. It was found that there were very 
marked differences in the response of these two 
groups of animals.—O. Rosenheim and J. C. 
Drummond describe further developments of their 
work upon the colour secretions of cod-liver oil. 
They state that if the oil be shaken up with arsenic 
chloride a blue colour results. The chromogenic 
substance is intimately associated with the vitamin A 
content, since inactive oils do not give the reaction.— 
An ingenious apparatus for grinding tissues anaerobic- 
ally is described by W. A. Roach.—Sir Frederick 
Gowland Hopkins has written a very complete 
summary of the influence of glutathione in the 
oxidation of fats and proteins. The author states 
that his article must be regarded as a ‘‘ prolegomenon 
to publications from this laboratory which will 
appear in the near future”’; his communication 
is of the utmost importance to workers in this field.— 
C. P. Stewart and A. C. White call attention to the 
unsatisfactory position of the subject of blood fat 
from an experimental point of view. They have 
elaborated certain modifications of methods of 
estimation which they claim to overcome most 
difficulties.—F. Dickens, E. C. Dodds, and S. Wright 
have reopened the question of the ovarian hormone. 
As they state, very little advance upon methods of 
preparation has been made since Hermann and 
Frankel published their work in 1915. In the present 
paper a workable method of preparation is described, 
together with observations on the properties of the 
hormone. It has been shown that the hormone 
has an inhibiting action ‘upon the effect of insulin. 
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REMOVAL OF NAMES FROM THE MEDICAL 
REGISTER: THE LEGAL POSITION. 

CLASSICAL scholars have written their theses on the 
civie effect and meaning of infamia in Roman times. 
Doubtless, after another 2000 years some antiquary will 
be writing of the professional meaning of ‘“‘infamous 
conduct ” in our Medical Acts to-day. Meanwhile, 
it may be convenient to recapitulate the legal author- 
ities Which bear upon the action of the General Medical 
Council in erasing names from the Register under the 
provisions of Section 29 of the Act of 1858, for it 
is clear that many who have been criticising the 
action of the Council recently have done so without 
information. The language of Section 29 is familiar 
and so is the dependent of events. If a 
registered medical practitioner is convicted of felony 


“ 


course 


or misdemeanour, “or shall after due inquiry be 


judged by the General Council to have been guilty of 
infamous conduct in any professional respect,” the 
Council may, ‘if they see fit,” direct the erasure of 
his name. 

The first remark to be made is that the Medical 
Act sets up a special statutory tribunal which is not 
part of the ordinary judicial system of the country, 
but which is to apply professional standards of the 
nature of which it is aware and the law courts are not. 
The tribunal is quasi-judicial. Provided that there 
has been due inquiry of a bona-fide kind, the law 
courts have no jurisdiction to review its decisions. 
Thus, in 1863, in the case of S. La’ MeErRT,! a name was 
removed from the Register after an inquiry into charges 
connected with the publication of a treatise on venereal 
disease, and the courts refused to interfere. The 
Council had formulated its accusation, had com- 
municated it to La’ Mert, had received his explanation, 
and had given him an opportunity to be heard in 
his defence, though not by counsel. La’ Mert moved 
the Court of Queen’s Bench for a rule calling on the 
Council to show cause why a mandamus should not 
issue to command them to restore his name to the 
Register. This was the occasion on which Chief 
Justice COCKBURN laid down the principle that under 
Section 29 the Medical Council are sole judges of 
whether a practitioner has been guilty of infamous 
conduct or not. ‘“* This Court,” he said, “‘ has no more 
power to review that decision than they would have 
(in the present mode of proceeding) of determining 
whether the facts had justified a conviction for felony 
or misdemeanour under the first branch of the section. 
The Council have found the applicant guilty after due 
inquiry, and, whether the facts justified the finding or 
not, the Council is the tribunal to whom the Legislature 
has left the decision as being the best judges in the 
matter. This Court cannot interfere.” That was 
definite enough, but the same decision was enunciated 
afresh in 1889 in the case of HENRY ARTHUR ALLBUTT 
(23 Q.B.D. 400), who similarly sought a mandamus to 
compel the restoration of his name after erasure. 
ALLBUTT fitted a second string to his bow. He sued 





1 Law Journal Reports, xxxiii., Q.B. 69. 





the Council for libel over the publication of their 
findings in his Baron PoLitock said the 
Council had sole jurisdiction under the Act and his 
Court was powerless to review the decision. The 
Court of Appeal agreed and reaffirmed what Chief 
Justice CocKBURN had said in La’Mert’s 
The claim for libel was equally unsuccessful. “‘‘ It 
was admitted,’ said Lord Justice Lopes, “ that 
the report of the finding was truthful, accurate, and 
honestly published bona fide and without malice, 
not an ex parte report, but a report of facts which 
had been finally ascertained and adjudicated upon.” 
If the mere fact of erasure had been stated, it 
would clearly have been privileged; the privilege 
could not be lost merely because the reason for the 
erasure was given. Thus, in 1889 the finality of 
the Council’s decisions under Section 29 was com- 
pletely established ; it has never since been judicially 
questioned. 


case. 


case. 


Has a practitioner whose name has been erased no 
remedy then? The answer is “‘ No, not unless there 
has been bias on the part of the tribunal or some irregu- 
larity of procedure,’ as for example, if the Council 
omitted to frame charges, or to inform the practitioner 
of what was alleged against him, or to give him a 
chance to reply. As to bias, a person who has a 
pecuniary interest in the result of an accusation 
cannot adjudicate upon it, and it is a well-founded 
legal principle that public policy and natural justice 
forbid an accuser to be also a judge. Light was 
thrown upon this point in J. F. Leeson’s ease (1889, 
43 Ch. D. 366), where Lord Justice BowEn said the 
crucial question was whether in substance or in fact 
one of the judges has actually been an accuser. This 
dictum has since been interpreted by Lord EsHEer 
({1894] 1 Q.B. p. 759) as meaning that a judge’s position 
must be such that in substance and fact he cannot 
be suspected. Not that any  perversely-minded 
person cannot suspect him, but that he must bear 
such a relation to the matter that he cannot reasonably 
be suspected of being biased. This was not quite the 
same view as Lord Justice Fry had taken in LEESON’s 
case, that learned judge having never lost an oppor- 
tunity of advancing impeccable moral standards. The 
principle has been more broadly stated: ‘* It is highly 
desirable that justice should administered by 
persons who cannot be suspected of improper motives ” 
(MELLoR, J., in Regina v. Allan, 4 B. & S. at p. 926). 
Oras Lord READING, and more recently Lord HEwart, 
put it, it is not enough that justice should be done ; it 
is essential that it should seem to be done. The question 
of bias in members of the tribunal arose in LEESON’S 
case from the membership by two of the Council 
of the Medical Defence Union and _ this 
the main point in ALLINSON v. General Council 
of Medical Education and Registration ( [1894] 
1 Q.B. 750). T. R. ALLINSON advertised himself in a 
flagrant manner. He inserted in newspapers answers 
to real or imaginary correspondents as to the treatment 
of complaints and he gave his own name and address, 
his fees, his writings, and their prices. He also 
systematically vilified his own  profession—* pro- 
fessional poisoners, for I can call doctors by no truer 
name.” Here is a sample of ALLINSON’s announce- 
ments: “Send a postal order for 5s. with a stamped 
directed envelope, and I will send you private postal 
advice that will benefit you.” The Council very 
properly resolved to remove him from the Register. 
He applied for an injunction to prevent this, and, when 
his application failed, went to the Court of Appeal 
where he failed again. His material ground was bias 
on the part of the tribunal. The late Sir GrorGe 
PHILIPSON, who represented Durham University on 


be 


was 
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the General Medical Council, and who had been one 
of those who adjudicated in the case, had also been a 
vice-president of the Medical Defence Union which 
had instituted the proceedings against ALLINSON. 
Sir GroRGE PHILIPSON, as a _ vice-president, was 
an ex-officio member of the committee of the Union, 
but did not attend its meetings and was unaware 
of the proceedings. He had actually resigned from 
the Union at the material date in the case, though 
technically his resignation did not take effect till 
afterwards. The Court of Appeal held that he was 
not disqualified as an adjudicator, though in LEEsON’s 
case Lord Justice BOWEN had said it was undesirable 
that members of the Council who adjudicated should 
be subscribers to the society which instituted and 
conducted the proceedings. 

If a practitioner whose name has been removed 
from the Register has any grounds for alleging that 
the tribunal was biased or the proceedings irregular, 
his legal remedy is to apply for an injunction to stay 
the hands of the General Medical Council or for a 
mandamus to compel the restoration of hisname. In 
this connexion it may be observed that the Council 
has no express statutory power to restore a name 
(except in one particular contingency under Section 14 
of the 1858 Act). But it is assumed—no doubt 
rightly—that any body which exercises functions such 
as those assigned to the Council can vary or rescind 
its own decisions. The Council will restore a name in 
a proper case, but this is not a matter of legal com- 
pulsion. Indeed, even if a name has been erased for 
felony and the conviction is afterwards shown to have 
been erroneous, there is no power to compel what the 
Council would doubtless concede, and has in fact 
conceded. 

As is well known, the Privy Council has a general 
power of supervision over the General Medical Council. 
But it is not to be supposed that a man whose name 
has been removed from the Register can appeal with 
any prospect of success to the Privy Council either in 
its executive capacity or in its judicial capacity. The 
Judicial Committee of the Privy Council has high 
authority as an appellate tribunal, and His Majesty 
under an Act of 1833 has a general power to refer to 
the Judicial Committee any issue which he may think 
fit. But it may be taken for granted that, while the 
Supreme Court refuses to review the decisions of the 
General Medical Council, the Judicial Committee will 
never be called upon to act as a Court of Appeal in 
this respect. The supervisory power which the Privy 
Council wields over the General Medical Council is 
to be found in Section 19 of the Medical Act of 1886. 
That section runs as follows :— 

‘If at any time it appears to the Privy Council that the 
General Council has failed to exercise any power or 
perform any duty or do any act or thing vested in or imposed 
on or authorised to be done by the General Council under 
the Medical Acts .... , the Privy Council may notify 
their opinion to the General Council; and if the General 
Council fail to comply with any directions of the Privy 
Council relating to such notification, the Privy Council may 
themselves give effect to such directions, and for that 
purpose may exercise any power or do any act or thing 
vested in or authorised to be done by the General 
oe 
This means that, supposing the General Medical 
Council did not maintain its Register and did not strike 
off it the names of practitioners who are convicted of 
felony or are guilty of infamous conduct in a pro- 
fessional respect, the Privy Council might conceivably 
take over the Register and the power of inquiring into 
professional misconduct and of removing the names 
of the guilty. But it does not mean that the Privy 
Council can meanwhile intervene to say ‘“ You shall 
not inquire into A’s case, or you shall re-try B’s case, 





or you shall restore C’s name to the Register.” The 
Privy Council might influence the general policy and 
outlook of the Medical Council by appointing to the 
latter body from time to time representatives who are 
known to favour a fresh policy. Or the Government 
might set up a Committee or a Royal Commission to 
consider whether the present constitution of the 
Medical Council is sufficiently elastic or too institu- 
tional, and whether the statutory provisions as to 
maintenance of the Register require modification. 
But any change would necessitate fresh legislation, 
and no Government is likely to legislate on such a 
matter without the full assent of the profession. 

Finally, we come to the vexed question ‘‘ What is 
‘infamous conduct in any professional respect ?’ ” 
Historically, the word infamy has, in English law, 
meant the condition of being deprived of the rights 
of citizenship in consequence of conviction for certain 
crimes. Persons who were in this sense infamous 
were, until they had served their sentence or been 
pardoned, disqualified for public appointments or 
public pensions, and incapable of serving as jurors or 
sitting in Parliament or giving evidence in a court of 
law. This last incapacity was removed by the Evidence 
Act of 1843, and the expression “infamous crime ”’ sur- 
vived as a sort of synonym for the crime specially 
known as abominable. The expression can be seen as 
late as 1861 in Section 46 of the Larceny Act of that 
year (extortion under threat to accuse of crime). But 
when that section was superseded by the Larceny Act of 
1916, the words were dropped. The historical associa- 
tions of the word “infamous ”’ are irrelevant when it is 
used in Section 29 of the Medical Act, because of that 
significant addition “in any professional respect ” 
on which the law courts have laid so much stress. 
Just as under the ancient laws of England, if a citizen 
committed some anti-social offence he was placed 
outside the pale of society, so now under the Medical 
Act, if a registered practitioner commits a grave 
offence against the rules of his profession he may be 
placed outside the body of professional men who agree 
to be bound by those rules. Nor let it be forgotten 
that it is the British tradition to rely upon each trade 
or calling or service to maintain its own standards. 
The Army Act punishes with cashiering officers who 
behave ‘in a scandalous manner unbecoming the 
character of an officer and a gentleman”; the Naval 
Discipline Act punishes with dismissal from the service 
any officer who is guilty of “ conduct unbecoming the 
character of an officer.” These robust phrases, 
deliberately vague, depend for their interpretation 
not upon the law courts, but upon courts martial 
consisting of the accused man’s brother-officers. The 
law courts have, as Sir DONALD MACALISTER reminded 
us, given help in interpreting ‘‘ infamous conduct in 
any professional respect.” Lord Justice Lopes, in 
ALLINSON’S case ([1894] 1 Q.B. at p. 763), recalls how 
he, Lord Esner, and Lord Justice Davey prepared 
what is now the classic definition: ‘ If it is shown 
that a medical man in the pursuit of his profession 
has done something with regard to it which would be 
reasonably regarded as disgraceful or dishonourable 
by his professional brethren of good repute and com- 
petency,” then the Council can say he has been guilty 
of infamous conduct in a professional respect. The 
question, as Lord Esuer said earlier in the same case, 
is not whether what a doctor has done would be 
infamous for anyone else to do, but whether it is 
infamous for a medical man to do. An act done by a 
medical man may be infamous, though the same act 
done by anyone else would not be infamous ; on the 
other hand, an act not done “in any professional 
respect ’’ is not within the section. 
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Times change and standards alter with them. The 
Council can, if it likes, decide that methods of adver- 
tisement hitherto considered objectionable shall in 
future go unpunished or shall even be regarded as 
consistent with the traditions of an honourable pro- 
fession. If this position is desired by members of 
the profession which the Council represents, it will 
eventually be attained. Pressure may come from 
within or from without, but the official reply on behalf 
of the Lord President of the Privy Council to a question 
in the House of Commons on Dee. 8th does not in- 
dicate official dissatisfaction. That reply ran—* The 
Medical Council, since its creation in 1858, has 
performed the duties entrusted to it without serious 
criticism, and as at present advised my noble friend 
does not think that sufficient reason has been shown 
for setting up a committee of inquiry.” We believe 
that any clear-headed and unprejudiced member of 
the public, who should follow, as we have done, the 
actual proceedings in the disciplinary cases, would 
agree that the recent outery against the Council's use 
of its powers has been nnjustifiable. Most of the 
offenders have not been unduly punished, and the 
minority, convicted of less serious infractions, have 
been restored to the Register in generous measure. 


& 
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PENSIONS FOR SALARIED HOSPITAL 
STAFFS. 

A COMPREHENSIVE and generally acceptable scheme 
of pensions for the salaried officers of voluntary 
hospitals is long overdue. King Edward’s Fund has 
been giving serious, if more or less intermittent, 
attention to the subject ever since 1914, and had it 
not been for the disturbing effects of the war there 
might have been some definite outcome of the pains 
it has devoted to the subject. The growing need for 
action is emphasised by the publication last week of 
a memorandum, summarised on another page, setting 
out a draft scheme of pensions prepared by a con- 
ference representing the King’s Fund, the British 
Hospitals Association, the Incorporated Association 
of Hospital Officers, and the College of Nursing. 
Generally speaking, the scheme follows the lines laid 
down by the committee of the King’s Fund, over 
which Mr. W. J. H. Wurrratr, F.A.I., presided, but 
the conference carefully guards itself from any expres- 
sion of opinion upon the merits of the proposals. It 
is naturally sympathetic to the principle of a pension 
scheme, but leaves the details to the consideration 
and criticism of the hospitals. For many reasons 





it has hitherto been found difficult to induce English | 


hospitals to take concerted action on matters of general 
moment to them, and it would be unduly sanguine to 
expect immediate action upon these revived proposals. 
Every year, however, the subject presses more 
urgently, and the growing scarcity of nurses makes it 
more than ever important that a settlement should 
be reached without serious further delay. 

The existing situation is at once unbusinesslike and 
chaotic. An official may be pensioned comparatively 
early or decidedly late ; the amount of the pension 
is dependent upon the views of some committee or 
board of governors, and an official who leaves one 
hospital for another loses all claim upon his late 
employers and may not live long enough to establish 
one upon the new. What is needed is a system which 
attaches pension rights to the vocation and not to 
the service of a given institution. ‘To nurses this is 
of almost vital importance, since most of those who 
begin their careers in hospitals end them in some other 
milieu. The pay of nurses, although somewhat 





improved, is still, and is, unhappily, likely to remain, 
inadequate to the provision of any real protection in 
old age. It is unreasonable to expect a constant flow 
of the right type of probationer in response to no 
better prospect than poverty when hard work is no 
longer possible. To talk to her about the sacredness 
of her calling and the glory of self-sacrifice in such 
circumstances is a mockery. Under the scheme now 
set out the nurse would take her policy with her, as 
would the secretary or the accountant or any other 
hospital official. The Federated Superannuation 
Scheme for Universities is taken the model, and 
under it the hospitals would contribute 10 per cent. 
of salary and emoluments and the beneficiaries 
5 percent. The whole of the salaried staff, administ a- 
tive, clerical, and dispensing, as well as the mn’ ses, 
would be included, though the probationer nurses 
would not come in until the end of their first year. 
There would be a choice among three types of policy 
—a fixed rate of annuity at the retiring age or a sum 
of money at previous death ; deferred annuities with 
eturn of premiums on premature withdrawal or 
death; and deferred annuities without return of 
premiums. Nurses would become pensionable at 55, 
which may be a reasonable age for the purpose, though 
we are not certain of this. But would it be equally 
reasonable to pension secretaries and other officers 
at 60 as the scheme proposes? That is earlier than 
the Civil Service limit, and in these days the number 
of men who remain active and full of work and 
initiative at long after 60 is far greater than ever it 
was. To put back the age three or even five years 
would not be unfair to the beneficiaries, would 
substantially strengthen the plan, and would ensure a 
larger vield. The extent to which operative effect 


as 


is given to the proposals depends upon the hospitals 


—not so much upon the goodwill of the governors, 
which may be taken for granted, as upon their 
finances. An addition of 10 per cent. to the amount 
paid in salaries would often be serious, but sooner or 
later it will have to be done, and we are not entitled 
to exploit long and willing service of a type in which 
there is nearly always a basis of altruism. But it 
would be of little use for a hospital here and there to 
come in. What is needed is the all-round adoption 
of this or some closely similar scheme after it 
has undergone the criticism of hospital authorities 
generally. 


in 
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FATIGUE AND INFECTION. 

THERE is a general impression that resistance to 
infection is associated with the bodily state which 
comes from a good intake of food combined with a 
moderate amount of muscular work, and Dr. LEONARD 
Hitt has preached pretty convincingly that the 
beneficial effects of fresh air are due to, or at least 
connected with, the increase of general metabolism 
which is produced. Whether this is really so is one 
of the most important problems which the economies 
of dietetics has to solve, though the smallness of the 
quantities of food and activity which have to be 
measured makes it unlikely that an answer will easily 
be found to the question whether it pays people to 
eat the little excess over their minimum requirements 
which they generally do on an unrestricted diet. Less 
food and less exercise cost less ; the habits of mankind 
suggest that they are more expensive in the long run. 
Similarly common opinion reckons that excessive 
fatigue and a sedentary life both favour infection, and 
the latter idea, at least if it is practised without a 
correspondingly meagre diet, is backed by the practice 
of some insurance companies whose experience has 
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taught them to look with suspicion on those who are 
too heavy for their height. Some experimental 
observations made by the late Dr. R. A. Sparetu? 
do something to elucidate these problems. He and 
his colleagues had previously obtained the seemingly 
paradoxical result that rats and guinea-pigs, forced to 
take exercise to exhaustion, were more resistant to 
pneumococcal infection than normal animals. He 
now shows that rats which are kept “‘in the pink” 
by living in cages where they can and do take spon- 
taneous daily exercise for their own enjoyment are 
rather less resistant than the controls despite their 
apparently splendid physical condition. He then 
points out that guinea-pigs which are starved till 
they have lost about as much weight as they would 
if exercised to exhaustion are more resistant than 
normal, and suggests that the influence of exhausting 
exercise on infection is related to the anabolic restora- 
tion of weight rather than to the fatigue itself or to 
any products of fatigue. This is supported by the 
observation that fatigue does not increase resistance 
unless the animal is allowed to eat immediately after- 
wards ; this it does voraciously. The experiments 
as a whole afford an interesting commentary on the 
proposition that using the body promotes resistance 
to infection. They need repetition and amplification, 
and the eating habits of the experimental animals 
make it difficult to transfer the experience to man 
who, under civilised conditions at any rate, generally 
finds that a hearty meal is a mistake when he is very 
tired. The fact that starvation helps resistance under 
the conditions of the experiments finds a parallel in 
the observations? of Dr. J. A. ARKwriGut and Dr. 
8S. S. Zitva that similarly reduced animals give a 
small local inflammatory response to irritants, for 
infection is dependent on the response of the body 
as well as on the presence of the parasite. There is 
something in asceticism which wants analysis. 





2 Amer. Jour. of Hyg., 1925, v., 839. 
* Jour. of Path. and Bact., 1924, xxvii., 346. 





Lonpon County CounciL: DEBATE ON ASSESS- 
MENT FOR TUBERCULOSIS TREATMFNT.—Dr, Stella Churchill 
was last week responsible for initiating a prolonged debate 
at the meeting of the London County Council on the assess- 
ment of contributions in respect of residential treatment of 
tuberculosis. In the course of the debate, it was freely 
asserted that the Council had no legal right to exact con- 
tributions from patients or those legally responsible for 
them, that only poor and ignorant people consented to 
payment, and that even where payment was point-blank 
refused the Council had no power to withhold treatment. 
The whole subject of assessment has been under review 
by the Public Health Committee of the Council, who tabled 
a recommendation that no change be made in the present 
methods. Dr. Churchill moved as an amendment that 
“no contributions be required by the Council in respect 
of residential treatment of tuberculosis under the Council’s 
scheme whether for children or adults,’’ and quoted details 
of several cases where, she alleged, the assessment had 
inflicted great hardship on the families concerned. Dr. 
Alan Randle, in supporting the amendment, declared that 
the money exacted by the Council might well be left with 
the families, in order to tide over the difficult period when 
the breadwinner was in a sanatorium, to relieve the patient 
of anxiety while undergoing treatment, or to be accumulated 
for the purchase of nourishment when the patient was dis- 
charged and temporarily unable to work. Many patients, 
he said, insisted on discharging themselves from sanatoriums, 
against the wishes of the authorities, purely because of 
anxiety as to their home conditions during their absence. 
From the Labour benches the threat was made that, unless 
the Public Health Committee agreed to modify or abolish 
assessments, the greatest possible publicity would be given 
to the fact that the Council was powerless to enforce pay- 
ment. Ur. Churchill’s amendment was defeated on a 
division and the recommendation of the Committee was 
carried. The present method of assessment will, therefore, 
continue unchanged. 








Annotations. 


“Ne quid nimis.” 


VOLTAIRE AND MEDICINE. 


IN a paper on this subject, of which he read the 
second part before the Section of the History of 
Medicine of the Royal Society of Medicine last 
Wednesday, Dr. J. D. Rolleston, the President, 
discussed Voltaire’s relations to individual doctors 
and the medical profession as a whole, and gave some 
account of Voltaire’s illnesses. Apart from small-pox, 
influenza, and pneumonia, Voltaire did not appear 
to have had any acute infectious disease. He was 
subject to chronic dyspepsia from an early age, and 
frequently suffered from catarrhal bronchitis, often 
associated with deafness. His death at the age of 84 
was probably due to uremia following cystitis due 
to enlargement of the prostate. Throughout his life 
Voltaire was brought into contact with medical men 
on many occasions, both professionally and socially, 
the best known of his medical attendants being Silva. 
physician to Louis XIV., Boerhaave, and Tronchin, 
Dr. Rolleston pointed out that the passages in which 
Voltaire indulged his satirical humour at the expense 
of the medical profession were few in comparison with 
those in which he expressed admiration and gratitude, 
and apart from his stories were mainly to be found in 
his correspondence where they were not to be taken 
too seriously. In striking contrast with Moliére’s 
works, in none of Voltaire’s plays did a doctor figure 
as one of the dramatis persone, nor were there more 
than one or two vague references to medical matters 
in any ofthem. Voltaire was scathing in his denuncia- 
tion of quacks and quack remedies, such as ** potable 
gold,’’ the ** balm of life,’’ and Arnould’s sachets for 
epilepsy, and vented his ridicule on many superstitions 
and erroneous doctrines connected with normal and 
morbid processes. Dr. Rolleston quoted numerous 
passages from Voltaire’s works illustrating his advo- 
cacy of inoculation for small-pox, his interest in the 
history and ravages of syphilis, his attention to other 
matters connected with public health, his acquaintance 
with medical jurisprudence, and particularly his 
sceptical attitude towards historical cases of poisoning 
and his description of various disease of social impor- 
tance, such as mental disease, convulsive hysteria at 
the tombs of saints and ecclesiastics, alcoholism, and 
the king’s evil. His interest in public health was 
shown not only by his desire to control contagious 
diseases, such as small-pox by inoculation and syphilis 
by the formation cf an international league—a project 
not realised till the foundation of the ** Union inter- 
nationale contre le peril vénérien ”’ 150 years later—but 
also by his allusions to other epidemic diseases, 
especially plague, typhus, and malaria, his condemna- 
tion of the insanitary condition of the Paris hospitals, 
the abuses connected with the administration of 
military hospitals, the crowded state of the Paris 
cemeteries, and the practice of burial in churches, 
as well as by his proposal to found maternity hospitals 
for unmarried women. In conclusion, Dr. Rolleston 
maintained that Voltaire, the founder of modern 
history and the most representative figure of the 
eighteenth century, deserved the attention of the 
medical reader in that he was a powerful advocate of 
the profession and an uncompromising foe of quackery. 
and by reason of his keen intellect and wide humani- 
tarianism was well in advance of his time in matters 
connected with public health, medical jurisprudence, 
and social medicine. 


MALARIA AND PARTURITION. 


Two workers attached to the Sir Alfred Lewis 
Jones Research Laboratory at Freetown, Sierra 
Leone, have made the interesting observation! that 


1 Malaria Infection as it Occurs in Late Pregnancy: its 


Relationship to Labour and Early Infancy. By D. B. 
Blackleck and R. M. Gordon. Annals of Tropical Medicine 


and Parasitology, vol. xix., No. 3, Sept. 30th, 1925. 
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the placental blood of parturient native women is 
frequently the site of an intense infection with the 
subtertian malaria parasite—Plasmodium falciparum. 
Dr. Blacklock and Dr. Gordon examined in the 
course of this study 150 parturient women aged from 
15 to 42, and of these 55 proved to be infected ; of 
these only ten showed infection of both peripheral 
and placental blood ; of the remaining 45 the placenta 
alone was infected. It is probable that in these cases 
the parasites remain localised to the placenta, but 
it is a curious and important point that in no child 
born of a malaria-infected mother were parasites 
found either in the cord or peripheral blood. The 
difference between the placental and _ peripheral 
incidence of malaria infection is ascribed, in all 
probability, to a peripheral blood immunity, and 
therefore, as a source of infection to others, these 
intensely infected women can be disregarded as a 
danger. Of the 144 children who were born alive in 
the series under consideration, 51 were born of 
malaria-infected mothers, and 13, or 25-5 per cent., 
died within seven days of birth, a very much higher 
percentage than of the children born of non-malarious 
mothers. In spite of this, it is a remarkable fact that 
no evidence of infection of the children with malaria 
parasites derived from their mother: could be 
adduced; a statement which appears to be in opposition 
to the views of Liemann and Swellengrebel, who record 
a large number of cases of congenital malaria, and 
attribute a high proportion of infantile deaths to it. 
Dr. Blacklock and Dr. Gordon, on the other hand, 
attribute the ill-effects, undoubtedly produced in 
the child, to toxic substances absorbed from the 
intensely infected placenta of the mother and to the 
interference with the proper nutrition of the foetus 
brought about by this parasite. There is no evidence, 
they think, that there exists any tolerance to malaria 
on the part of the child, but the absence of parasites 
in the peripheral blood may be ascribed to freedom 
from infection, for after the first month of life para- 
sites may be found when the child has had the 
opportunity of developing fever as the result of bites 
by infected anophelines. 


THE MEDICAL STAFF OF THE PUBLIC 
HEALTH SERVICE. 


PUBLIC health administration leaves a good deal 
of room for local initiative. In his annual report for 
1924 Dr. Ralph M. F. Picken, medicai officer of 
health for Cardiff, points out that the problem of the 
most effective use of the medical staff in the diverse 
functions of a modern health department is becoming 
more and more complicated. He goes on to say that 
the easiest administrative arrangement is to allocate 
one or more medical officers to a particular section 
of the work, but that the effect of such a method is 
to create water-tight compartments in which the 
staff are apt to lose the wider outlook. ‘“‘ The more 
varied the work, the more stimulating and interesting 
it is.’ With a view to attaining the highest ultimate 
efficiency the staff of the Cardiff health department 
are each employed in as many branches of the work 
as it-is possible to arrange, even at considerable 
administrative inconvenience. Dr. Picken suggests 
that the practice of sanitary authorities farming 
out some of the most important and interesting 
sections of the clinical work has a paralysing influence 
on the mental development of the whole-time medical 
staff, but that at the same time such farming out 
puts the highest specialist’s skill at the disposal of 
the sanitary authority. In order to remove the 
drawback mentioned and to retain the interest of 
the whole-time medical staff, arrangements have 
been made at Cardiff to associate the assistant 
medical officers with that part of the clinical work 
of the institutions which is financed by the corpora- 
tion. A similar problem crops up with regard to the 
nursing staff. For example, the tuberculosis officer 
likes to employ his own nurses and to have as few 
changes as possible; the school medical officer and 
the maternity and child welfare medical officer have 





a similar bent. It must be better, however, for the 
mental development of the public health nurse (and 
ultimately for the service) if she has the opportunity 
of becoming familiar with the work of every depart- 
ment. Many people will therefore agree with Dr. 
Picken when he says that *‘ the organisation would 
be improved if it were found administratively con- 
venient to amalgamate the school medical staff and 
the health visitors as has already been done in the 
case of the medical staff.”’ In a paper on Codperation 
between Public Health Officers and the General 
Practitioners by Dr. Picken,’ which appears as an 
appendix to his report, the opinion is expressed that 
a bold and comprehensive scheme of coérdination 
is needed to bring these two sections of medical 
practice into working contact, and that any such 
scheme should make it as easy as possible for men 
to transfer themselves from the public health service 
to general practice, and vice versa, if they find they 
have chosen the type of work which is not their 
vocation. Obviously there will always be more 


heads of departments than there are administrative 
chiefs, but the arrangements made at Cardiff should 
enable a man with administrative ability to obtain 
the experience necessary to qualify him as a medical 
officer of health of the front rank. 


THE DEATH-RATE FROM DIABETES. 

Ir is still too early in the period of insulin therapy 
to attempt to predict in any detail what the effect 
of the use of this substance will have on the death- 
rate from diabetes. The fact that diabetic coma so 
far from being inevitably a fatal complication is now 
so brilliantly treated by insulin will obviously have 
the immediate effect of reducing the number of 
deaths reported from diabetes, but it is possible 
that another effect will be the postponement of the 
end of a certain number of patients, so that in a few 
years’ time the actual number of deaths from diabetes 
will show an increase. These and other considerations 
must therefore be borne in mind in any discussion 
of this subject, but even so the present death-rates 
from diabetes in different countries show’ very 
marked differences, and in a recent paper? Dr. E, P. 
Joslin has analysed the death-rate from this disease 
and its complications in Massachusetts, and com- 
pared these with corresponding figures for London 
with very interesting results. He finds, for example, 
that in 1923 the death-rate from diabetes in London 
per 100,000 was 9-51 and in Massachusetts 21-4, 
and, further, the increase in the diabetic death-rate 
from 1880 to 1923 in London was really threefold, 
while in Massachusetts it was fourfold. He therefore 
maintains that in that State there is an acute diabetic 
problem which must be solved along the lines of 
preventive medicine. Further analysis of the figures 
for these two population groups shows that the 
increase in Massachusetts is particularly found in 
the older decades, and Dr. Joslin urges that one of 
the principal prophylactic measures is to get patients 
to eat less and take more exercise in order to avoid 
obesity. The State Department of Health for Massa- 
chusetts has definitely entered upon a campaign to 
eradicate diabetes, which is of great interest, since 
here it is dealing both with a non-infectious disease 
and with one which is not particularly concerned 
with the young. One of the measures adopted has 
been the distribution of a bottle of ‘‘ doctor’s emer- 
gency insulin” for the doctor’s bag, made possible 
by the generosity of Mr. John D. Rockefeller, jun. 
With this bottle is sent careful instructions for the 
treatment of diabetic coma which is still the chief 
cause of death in diabetes, and an interesting feature 
of these instructions is the scheme suggested for 
estimating the amount of insulin required in any 
particular case. This is based upon the probable 
duration of life without insulin as estimated by full 
clinical considerations. If this is in the neighbourhood 


1 Medical World, Feb. 20th, 1925. 
* The Bc ston Medical and Surgical Journal, Oct. 


15th, 
1925, p. 707. "7 
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of 24 hours, 20 units of insulin are given, and repeated 
every hour until the clinical improvement and sugar 
in the urine and blood is approaching normal. If 
the patient’s expectation is 12 hours, 40 units would 
be used, and if death appears to be imminent, 40 units 
of insulin can be given every 15 minutes. The other 
complications of diabetes which must be attacked— 
for it is a well-known clinical fact that very few 
diabetics die of uncomplicated diabetes—include 
cardio-renal affections, gangrene, tuberculosis, and 
carbuncles, and in all of these cases Dr. Joslin hopes 
for a reduction of the death-rate when accurate 
dietetic treatment and the necessary medical and 
surgical coéperation in certain of the conditions are 
satisfactorily established, which state of affairs, he 
hints, has not yet been attained. 


RESIDENCE AND DISEASE. 


AN inquiry of some interest carried on among 
University students in America has just been pub- 
lished. It was undertaken to obtain some measure 
of the value of urban health practices. The measure 
used is the past history of diseases among the students, 
classified according to the size of the community in 
which childhood was spent. Every care was taken to 
ensure that the information gathered was as accurate 
as possible. The communities were grouped as (a) 
rural, (b) villages of 50 to 1000 population, (c) small 
towns of 1000 to 5000, (d) small cities of 10,000 to 
50,000, and (e) large cities of 50,000 and over. In 
a previous communication? the authors reported 
finding physical defects high in (a), (b) and (d), low 
in (c), but lowest in (e). Apparently classification of 
mortality and morbidity records may be vitiated if 
all populations below 25,000 are considered rural and 
all above as urban. Records were obtained of 5031 
students, of whom 3478 were men and 1553 were 
women. Seventeen diseases, including all the infectious 
fevers of childhood, were prevalent enough to classify 
in the table here reproduced :— 


Table showing Percentages, according to Residence 
Groups, of 3478 University Men, giving Histories 
of Certain Diseases. 
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* The figures in brackets indicate the number of students in 
each group. =. 4 

The figures in italic represent the highest percentage for each 
disease. 

The female records, although rather few for analysis, 
support the tendencies of the male records. The order 
for all diseases, or for the infectious diseases alone, 
is the same: cities best, followed by rural, towns, 
and small cities, with villages worst. Thus cities stand 
out favourably both for histories of diseases and 


14 Comparison of Past Diseases in University Students. By 
W. P. Shepard and H. 8. Diehl. Journal of Industrial Hygiene, 
November, 1925. See THE LANCET, Dec. 5th, 1925, p. 1176. 

24 Comparison of Physical Defeets in University Students. 
By the same authors. Jour. Amer. Med. Assn., 1924, Ixxxiii., 
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physical defects, and small cities come out unfavour- 
ably by bcth measures. The order of importance of 
the diseases is interesting with measles leading easily, 
and mumps a good second. In this country typhoid 
and small-pox would probably not appear in such 
histories. The percentage which is highest for each 
disease is italicised in the table. Pneumonia is 
curiously high in rural, with great cities a close second. 
Villages claim far too many firsts, but are lowest for 
pneumonia. Some evidence may be found in these 
studies to support the thought that, at any rate in 
America, modern hygiene is capable of making the 
populations of great cities the most healthy and 
vigorous part of the community, even in advance of 
the oft and frequently extolled rural yeoman class. 
The records, however, on which the evidence is based, 
refer only to a favoured portion of the population in 
each residence group, and not to the total populations ; 
they are evidence of what might be done for the 
whole, rather than of what is being done. 


THE MEDICAL DIRECTORY. 

THE eighty-second annual issue of the Medical 
Directory, which has just appeared,’ does not differ 
materially from its predecessor except that it has 
been brought scrupulously up to date. <A _ single 
misprint of a Swiss health resort has escaped the 
watchful eye of the press-reader on both occasions— 
that is the only blemish we have noticed. The 
numerical summary of the medical profession shows 
an increase of 1802 on the previous year in the total 
number of names contained in the Directory, being 
an addition of 3-6 per cent., well in excess of the 
annual increment in the population of the British 
Isles. This increase is distributed fairly evenly over 
six sections of the Directory, only the Services showing 
a small diminution. In the section of useful informa- 
tion preceding the Directory appears a monograph 
on the spas and climatic health resorts of Great 
Britain and Ireland. The whole section has been 
recast and partly rewritten, and is accompanied by 
a number of illustrations. The list of certified 
masseurs belonging to the British Association, 
introduced last year, has increased in length, and the 
lists of personnel of the Ministry of Health, Medical 
Research Council, and Central Midwives Board have 
been shifted into the middle of the volume between 
London and the Provinces. The new issue will take 
its place on the shelf as an indispensable book of 
reference. Te 


MASSAGE IN THE TREATMENT OF 
MIDDLE-EAR DEAFNESS. 

Ir would seem reasonable to expect good results 
from massage in certain diseases of the middle ear, 
especially in cases of recent exudation and of chronic 
adhesions and thickening of the drum membrane and 
even, it might be, in the earliest stages of otosclerosis. 
Many years ago Delstanche, of Brussels, designed 
an apparatus for this purpose, consisting of a small 
hand pump with a length of flexible tubing attached 
to a terminal fitting into the external auditory meatus ; 
by alternately rarefying and compressing the air in 
the meatus the membrana tympani is moved outwards 
and inwards. For this work he was awarded the 
Lenval Prize for having designed the best instrument 
for the relief of deafness. This method, called pneumo- 
massage, has been modified by attaching the pump to 
an electric motor, or to a geared-up machine worked 
by hand, so that the rapidity of the movement may 
be greatly increased and, judging by the numerous 
instruments of this kind on the market, this form 
of treatment has been very extensively used. But, 
unfortunately, the movement may only affect the 
more mobile portions of the drum membrane, while 
having no effect on adhesions, and there is no proof 
that any motion is conveyed to the chain of ossicles, 
especially when unduly rigid or fixed by pathological 
changes. Sometimes tinnitus is diminished, the 
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sense of weight or oppression relieved, and even the 
hearing temporarily improved; but this form of 
massage cannot be said to have added much to our 
power of treating chronic deafness. Manual massage 
of the side of the neck and the upper cervical spine has 
also been used, and the Swedish exponents of massage 
have employed their methods for the relief of aural 
disease. In Vienna Dr. Michael Braun ! is enthusiastic 
on the treatment of progressive deafness by a method 
of manual massage which he has designed ; this con- 
sists in massage of the nare:, nasopharynx, and 
Eustachian tubes with wool-tipped probes, and of 
the auricle, tragus, and external meatus with the 
fingers. His method of Eustachian massage has 
received the endorsement of Prof. E. Urbantschitsch, 
and he claims to have obtained improvement of 
hearing and relief of tinnitus in some very advanced 
cases of middle-ear deafness. 


ARSENIC IN APPLES. 

In 1892 Miss Eleanor Ormerod (‘* Text-Book of 
Agricultural Entomology ’’) referred to ‘* the method 
of spraying caterpillar-infected leafage with Paris green 
which has long been found serviceable in the United 
States and Canada,”’ adding that it ‘‘ should never 
be applied to fruit or to vegetables that are used for 
food.” The Ministry of Agriculture and Fisheries 
(Leaflet 352) advises the use of *‘ lead arsenate either 
just before or just after the blossoming period (on no 
account when the flowers are open).’’ That such 
compounds well distributed over foliage would 
discourage the hardiest leaf-eating insect seems 
hardly open to discussion, but the use of such very 
poisonous substances in the preparation of potential 
food-products must introduce grave risks when the 
spraying is done after the blossoming period. To 


depend upon wind and rain for the removal from the 
surface of apples of the arsenical compound is surely 
light hearted, and there is the further danger of 


diffusion into the substance of the fruit. The recent 
prosecutions of Hampstead tradesmen for selling 
Jonathan apples containing from 1/30 to 1/15 gr. 
of arsenic in a pound show that the risk is a real one. 
Out of 16 or 17 samples purchased five contained 
1/100 gr. or upwards of arsenic. It appears that the 
prosecutions were undertaken as the result of a com- 
plaint of illness after eating apples and not because 
the medical officer or public analyst were seeking 
new activities. These cases raise again in an acute 
form the ever-recurring question of the ‘* doping ”’ 
of foods. A normal sounding meal may easily contain 
quite considerable doses of boric, benzoic, salicylic, 
and sulphurous acids and synthetic dyes in the 
earlier courses and the drinks, and now the dessert 
may contribute its quota of arsenic. It is urged in 
the case of arsenical apples, as in all such cases, that 
the amount is small—-well below the maximum dose. 
Further, it is pointed out that by peeling the apples 
all danger is avoided. There are many people who 
believe that the full flavour of an apple is not to be 
obtained when it is peeled, and there are many boys 
and even adults who, given opportunity, might 
easily take, if not a lethal dose, sufficient to cause 
serious illness, as, in fact, people in Hampstead appear 
to have done. Two other aspects of the case 
worthy of consideration. The unhappy family doctor 
will have new perplexities in diagnosis and the 
poisoner will be able more effectively to raise the 
defence of arsenic in apples than was a well-known 
advocate 80 years ago who attempted to prove that his 
client’s victim had been killed by natural poison in apple 
pips. On all grounds the presence of arsenic in apples 
is to be discouraged, and it is to be hoped that the 
appropriate Ministries in apple-growing and exporting 
countries will take measures to reassure the public. 
The apple is a delightful and important article of food, 
and the fruit trade between this country and the 
United States is large. The Minister of Agriculture 
and Fisheries has stated in the House of Commons 


are 


* Wiener Medizinische Wochenschrift, 1925, No. 48. 





| be a census of all Ireland. 





that the danger of poisoning arising from the spraying 
of apple trees is negligible. It may be so in English 
apples. —_—— 


THE IRISH CENSUSES OF 1926. 


An Irish census, writes our Dublin correspondent, 
was due to have been taken in 1921, but on account 
of the disturbed state of the country at the time it 
was thought wise to postpone the attempt to take it. 
With the boundary of the Free State jurisdiction 
unsettled, no step was taken by either the Free State 
Government or the Government of Northern Ireland 
until recently. Both Governments have now decided 
to take censuses next April, and it is stated that the 
officials in charge of the census in the two areas 
have agreed to proceed on similar lines. If this inten- 
tion is carried out, then the joint result will practically 
At a recent meeting of 
the Statistical and Social Inquiry Society of Ireland, 
Prof. C. H. Oldham, President, delivered an address 
on Reform of the Irish Census of Population. 
He pleaded for a simplification of the census, and 
suggested that some of the information heretofore 
collected in the census returns should be obtained 
otherwise. Statistics in regard to agriculture and land 
might more properly be collected by the Department 
of Agriculture, and those in regard to education by 
the Department of Education. He urged also that 
the census of religious professions should also be 
omitted or the enumeration left to the several 
churches. It is to be noted that neither the English 
nor the Scottish census has, in the past, collected 
any of these three classes of figures. Prof. Oldham 
thought also that the informative value of the census 
would be much increased if comparisons with other 
countries were widely given. In the discussion which 
followed Prof. Oldham’s paper it was pointed out 
that the statistics collected in previous censuses as 
to the number of sick on census night were 
fallacious as to be worse than useless. Moreover, the 
grouping of diseases was meaningless. The Depart- 
ment of Local Government and Public Health, 
which is charged with the duty of carrying out the 
census in the Free State, has invited suggestions 
from learned bodies and from persons interested in 
statistics. 


sO 


KING EDWARD’S HOSPITAL FUND. 


AT a meeting of the President and Council of this 
Fund it was announced by the Prince of Wales that 
the amount of the ordinary distribution had been 
raised from £235,000 to £245,000, apart from the 
grants out of the Wells legacies, which accounted for 
an additional £57,000 this year. The area covered by 
the Fund is now 380 square miles, and the number 
of hospitals helped now 133. The fact that 
the hospitals a whole show an annual surplus 
instead of the large deficit which caused such anxiety 
five years ago, is a cause for legitimate satisfaction. 
Continuous effort is, however, essential, inasmuch as 
every important advance in medical science and 
every additional bed involves increased expenditure. 


Is 


as 


WE regret to announce the death at his London 
home in his eighty-fourth year of Sir Richard Douglas 
Powell, Physician-in-Ordinary to the King and 
consulting physician to the Middlesex and Brompton 
Hospitals. 


Colonel Perey S. Lelean, R.A.M.C. (retd.), Home 
Office Inspector under the Cruelty to Animals Act, 
and lately professor of hygiene in the R.A.M. College, 
has been appointed professor of public health in the 
University of Edinburgh. 


UNIversITY or CAMBRIDGE.—Upon the recom- 
mendation of the Special Board of Biology and with the 
sanction of the Financial Board, the Senate have agreed 
that the income from the benefaction of the late Mr. Grant 
and the corresponding benefaction of the trustees of the 
Rockefeller Foundation, should be made available for the 
general purposes of the Department of Pathology during the 
current academic year. 
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Modern Technique in Creatment. 


A Series of Special Articles, contributed by 
invitation, on the Treatment of Medical 
and Surgical Conditions. 


CLIL—THE TREATMENT OF IMPETIGO 
CONTAGIOSA. 

Impetigo contagiosa has the distinction of being 
the commonest of all skin diseases, the preponderance 
being even more obvious in hospital than in general 
practice. Fortunately, in most cases its treatment 
presents no great difficulty. 


Routine Method. 

The principle upon which successful management of 
the condition is based consists in a frequent removal 
of the characteristic ‘‘ stuck on” scabs by bathing, 
followed by the use of almost any weak antiseptic 
ointment. The most popular and most satisfactory 
application is an ointment of ammoniated mercury, 
10 gr. to the ounce of vaseline. The routine of 
treatment has become so stereotyped that in many 
out-patient departments printed leaflets with the 
necessary directions are kept for distribution to the 
out-patients. The scabs are to be bathed off with 
warm water thrice daily and the ointment applied 
immediately. It is not advisable to cover the affected 
part (unless necessary to protect it against rubbing) 
with a dressing or bandage. Healing seem; to take 
more quickly if the sores can be allowed to remain 
exposed to the air. Possibly this is because the strepto- 
coccus, the causal organism, grows best anaerobically. 
The essence of the treatment, then, lies in the frequent 
removal of the scabs by bathing, and this measure 
alone without any application of ointment would be 
sufficient to bring about healing in most cases, although 
perhaps more slowly than when assisted by the use of 
ointment. In any case the procedure indicated above 
is invariably successful in an ordinary attack such as 


is commonly seen on a child’s face, the most typical 
situation of the disease. But in special circumstances 
and situations the method may be modified with 
advantage. 


Modified Methods Suited to Special Conditions. 

Pemphigus Neonatorum.—For example, in very 
young infants I am inclined to think that boric 
ointment is preferable to a mercurial ointment, even 
if very weak, because it is less likely to be irritating 
to the tender skin. In the newly born there sometimes 
occurs a condition known as pemphigus neonatorum. 
In this, as the name suggests, the tiny transitory 
vesicles of impetigo are replaced by large blisters. 
Unlike ordinary impetigo, although apparently caused 
by the identical streptococcus, this is a very dangerous 
disease and often ends fatally. Here boric baths 
are useful and it is sometimes possible to prepare and 
use an autogenous vaccine with good effect. But in 
bad cases this disease runs a very rapid course and the 
issue may be decided before the vaccine can be got 
ready. 

Impetigo of the Scalp.—On the other hand, in 
impetigo of the scalp, the skin of which is less easily 
irritated than that of the glabrous regions, it is 
advisable to use a stronger ointment than usual— 
e.g., the ordinary unguentum hydrargyri ammoniati 
of the British Pharmacopoeia, the strength of which 
is 25 gr.tothe ounce. Moreover, it is to be remembered 
that impetigo of the scalp is very often secondary to 
pediculosis, and by using a fairly powerful mercurial 
ointment the primary disease may be cured at the 
same time. 

Impetigo of the beard region is often awkward to deal 
with. On the one hand it is inclined to be aggravated 
by the daily shave, and any slight abrasion of the 
skin facilitates the spread of the eruption, while if 
the beard be allowed to grow the dried and encrusted 
discharge clings round the stubby hairs and makes 
it very difficult to keep the surface clean. Perhaps 





the best course is to compromise and to instruct the 
patient to shave on alternate days and to be careful 
to use a weak antiseptic solution (e.g., biniodide of 
mercury solution in a strength of 1 in 4000) both 
before and after shaving to lessen the chance of auto- 
inoculation. For the same reason it is wise not to 
attempt too close a shave, but the razor should always 
be very sharp as nothing irritates a tender skin so 
much as the pulling of a dull blade. Most men refuse 
to put ointment on their faces during the daytime, 
but they should be encouraged to bathe the face 
frequently with boric lotion to remove the quickly 
forming crusts, and they can at any rate employ 
ointment at night. Impetigo of the beard region is 
especially important because if neglected or unwisely 
handled it can easily become complicated by the 
advent of a secondary staphylococcic infection result- 
ing in the production of furuncles, while simultaneously 
the whole surface of the skin becomes inflamed and 
erythematous. In short, we then have presented to 
us the clinical picture known as sycosis, a condition 
notoriously difficult to treat successfully. In cases 
of impetigo of the beard region the help of the patho- 
logist and the early preparation of a vaccine may 
be extremely useful in preventing this untoward 
development. 

Cracks and Fissures.—Another troublesome and 
sometimes obstinate development of impetigo is the 
formation of painful cracks or fissures, either at the 
corner of the mouth, in the vestibule or at the angle 
of the nose, or behind the ears. They sometimes seem 
to arise quite apart from any obvious impetiginous 
eruption, but bacteriological investigation shows that 
they are caused by the same type of streptococcus 
as is associated with frank impetigo and consequently 
can be considered as of like nature. Sometimes they 
heal up with simple cintments, but are prone to recur. 
I have known fissures resistant to the weak ammoniated 
mercury ointment which yield to it when 10 gr. of 
resorcin are added to each ounce. The stick of lunar 
caustic is often useful, especially if the fissure is 
bordered by rather exuberant granulations. This, as 
a rule, only happens when the crack is situated at the 
corner of the mouth and extends on to the mucous 
membrane. In more obstinate cases I have almost 
always found that one or two small doses (half a pastille) 
of X rays will promote sound healing and I have also 
had good results from ionisation with zinc. 


Impetigo Secondary to Other Complaints. 

A word of warning is necessary as to the treatment 
of impetigo when secondary to other complaints, such 
as eczema or scabies. When eczema is complicated 
by impetigo, which frequently happens in occupational 
eczema of the hands, the treatment of the impetigo, 
which is an integral part of the management of the 
case, must be conducted so as not to aggravate the 
primary disease. It is advisable in such cases to 
remove the scabs by soaking them off with olive oil 
or liquid paraffin rather than by bathing with water 
or watery solutions of antiseptics. In such cases, too, 
boric ointment is usually found to be more easily 
tolerated than a mercurial preparation. 

When impetigo is grafted upon scabies, the primary 
disease is often effectually masked. It is important 
to be on the watch for this combination of eruptions 
as it is useless to treat the impetigo while neglecting 
the scabies. On the other hand, if the usual method 
of treating scabies be employed the impetigo will 
often disappear pari passu, and in any case will be 
favourably modified. Any widespread impetiginous 
eruption, in which the buttocks, groins, and axille 
are implicated, should put the practitioner on his 
guard, and any septic and pustular eruption on the 
hands is exceedingly likely to be secondary to 
scabies. 

In babies and young children widespread impetigo 
may also be secondary to that common eruption 
which causes so many sleepless nights to children 
between the ages of 2 and 6 years, and to their parents, 
and which rejoices in so many names—e.g., gum- 
rash, strophilus, urticaria infantum, lichen urticatus, 
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&c. Here the secondary impetigo is very important 
because it forms part of a vicious circle. It aggravates 
the original disease, and consequently causes increased 
irritation and scratching, leading to more impetigo. 
The treatment of urticaria infantum itself, often a 
difficult problem, lies outside the scope of the present 
article; boric baths and boric ointment form the 
best method of attacking the impetigo, and when 
this has been subdued the little sufferers are often 
greatly relieved even as regards their urticaria. 


H. Haupin-Davis, M.D. Oxon., F.R.C.S. Eng., 


Dermatologist to the Royal Free Hospital. 





Special Articles. 


COMMISSION ON LUNACY 
MENTAL DISORDER. 


(Continued from p, 1085.) 


ROYAL AND 


THE Commission resumed its sittings at Old 
Palace Yard, Westminster, on Dec. 10th, Mr. H. P. 
Macmillan, K.C., presiding. 


SUPPLEMENTARY EVIDENCE OF THE BOARD OF 
CONTROL. 

The witnesses attending were Sir Frederick Willis, 
Dr. Hubert Bond, and Mr. S. J. F. Macleod, all 
representing the Board of Control. The Chairman 
explained that these gentlemen had been asked to 
attend for the purpose of giving their views on certain 
general questions on which the Commission had been 
taking evidence, in supplement of the submissions 
which that Board made at a much earlier stage of 
the proceedings. He added that it might be necessary 
for the Commission to make some novel recommenda- 
tions. The chief spokesman was Sir Frederick Willis. 


Asked specially about the incipient and the voluntary 


classes of case, Sir Frederick Willis said that the 
matters and views he was about to express had been 
very fully discussed by his colleagues on the Board, 
and they represented the views of the Board. It 
was desirable that patients suffering from mental 
illness should be divided into the following three 
classes: (1) voluntary, (2) non-volitional but passive, 
(3) resistant. This classification was based on an 
immense amount of experience in dealing with mental 
disorders. The Board thought the voluntary case 
might be received for treatment on his own written 
application (if under 18 years, on that of a parent or 
guardian), accompanied by one medical recommenda- 
tion, into any mental hospital or nursing home, or 
into private care, subject to certain conditions. 


Voluntary Cases, 

The Chairman said that patients in the first of these 
classes realised the situation concerning themselves, 
but those in the second category were in a somewhat 
peculiar position as to the exercise of any restraint, 
for such restraint in theic case would be illegal. It 
would really be treating a patient who had no volition 
without authority. Sir Frederick Willis replied that 
it was suggested that authority should be given by 
Act of Parliament. He said that the conditions 
suggested by the Board for these voluntary cases 
were : (a) notification of the admission of the case, 
with a copy of the medical recommendation, should be 
sent to the Boara; (b) a medical report on the case 
should be sent to the Board within seven days of the 
admission, and thereafter at six-monthly periods ; 
(ec) should the Board have the right to inspect the place 
where the patient was being treated ; (d) should it have 
the right to order the discharge of a patient from the 
voluntary class if their judgment warranted it; (e) if 
at any time the patient ceased to possess real volition 
and this defect continued, he should be, within a 
month, either dealt with under the provisions relating 
to the passive or resistant cases, or should be dis- 





charged ; (f) that the patient should have the right 
to leave the treatment place at any time on giving 
in writing 72 hours’ notice (the parent or guardian 
giving this notice in the case of a minor). Asked by 
the Chairman whether it was not sometimes difficult 
to draw the line in a voluntary patient between a 
mental and a physical case, the witness agreed, but 
said that the medical attendant would be able to 
say, and he could suggest a particular nursing home 
to the patient. 

Sir David Drummond said that the need for notifica- 
tion of mental illness would militate largely against 
patients seeking early treatment. The witness replied 
that there would be no public intimation of what had 
occurred, As to the nursing homes, he thought the 
duty of saying what were physical and what were 
mental cases should be imposed on the medical man 
sending the cases. The essence of the Board’s recom- 
mendations was that for these voluntary cases there 
should be no detention. Sir David Drummond asked 
if it was the view of the Board that all 
neurasthenia should be notified. 

Dr. Bond said he would rather not answer the 
question in that form. He would prefer to say that 
where the medical man considered a patient to have 
mental symptoms, or he thought the case a mental 
one, he should use these provisions, mainly with the 
object of protecting himself against the event of the 
case turning out differently. It was fear of the pro- 
visions of the present Lunacy Act which prevented 
and detracted from early treatment of mental condi- 
tions. This fear could be wiped away by the simple 
provisions now suggested. But how one was to lay 
down exactly to which cases this could be applied 
passed the wit of man. It was a question of diagnosis 
and medical opinion, and he would be sorry to see 
any attempt made to schedule exact symptoms, or 
to try strictly to demarcate them. 

Sir David Drummond asked, in 
could the general practitioner be 
it? 

Lord Russell said it was a question of degree. In 
the early stages of mental disorder it was difficult 
to know which cases required notification, but it was 
a long step from that doubtful stage to the stage in 
which it was necessary to institute legal proceedings. 

The Chairman asked the witness, concerning 
clause (c) dealing with the right of the Board to 
inspect the place where the patient was being treated, 
whether, in the event of the Board being dissatisfied 
with the place, there should be power on the part of 
the Board to order the removal of the patient from it. 
Sir Frederick Willis replied in the affirmative. Asked 
whether it was proposed that the patient should be 
seen, he said this was not set down, but they would 
wish to be satisfied on the matter. The Board were 
anxious not to do anything which would interfere 
with this class of patient. The Chairman said it 
seemed difficult to know at what stage a voluntary 
patient would cease to be such, as the volition varied 
from day to day. Sir Frederick Willis agreed that 
there was no sharp dividing line. 

Mr. Macleod instanced the case of a man admitted 
for voluntary treatment who, when asked at a later 
stage why he was there, replied that he did not need 
treatment, but was there because he was being 
persecuted. Such a case, at that stage, must eithe 
be discharged or certified. 

Dr. Bond said there certainly were oscillatory 
cases in which the periods of insanity were evanescent, 
and one of the worst outrages which could be 
perpetrated on such a patient would be ordinary 
certification. 


cases of 


that 
expected to 


how 


do 


case, 


Passive Cases. 

Dealing next with the non-volitional, passive case, 
the Chairman asked where the witness considered such 
should be received. 

Sir Frederick Willis said this type of case might be 
received for treatment in any mental hospital or 
registered hospital, and if the institution or place 
had previously been approved by the Board for the 
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reception of such cases, in any licensed house, general 
hospital, nursing home, or into private care, but 
subject to the following conditions: (a) that an 
application is made by a relative or friend, or by a 
public official for the reception of the case, accom- 
panied by two medical recommendations ; (6) that 
admission of the case is immediately notified to the 
Board, and copies of the two medical recommenda- 
tions furnished to them; (c) that a medical report 
on the case is sent to the Board within seven days 
of admission ; (d) that the institution is open to the 
inspection of the Board; (e) that the Board has the 
right to order the discharge of a patient from the 
‘* passive ”’ class should they consider him unsuitable 
to remain on that footing; (f) that the person on 
whose application the patient was received for treat- 
ment should at any time have the right to remove 
the case on giving 24 hours’ notice; (g) that if the 
patient recovers volition he should be allowed to 
leave on giving 72 hours’ notice to the person in 
whose charge he is; (h) that if at any time the non- 
volitional but passive case becomes a resistant case, 
he must, within a month thereof, be dealt with under 
the provisions relating to the resistant type of case, 
or be discharged. He explained that the 72 hours’ 
notice requirement was to allow time to communicate 
with the relatives of the patient in the event of his 
having developed dangerous tendencies, so that they 
would be enabled to take the further steps needed. 
He said the Board considered that the non-volitional 
but passive patient should only be received on the 
footing here stated for a period of six months in the 
first instance, but that there should be power to give 
a further six months if two independent medical 
practitioners recommended that, in the patient's 
interests, this was desirable, and if copies of the two 
medical reports were furnished to the Board. If 
after this year of treatment it was considered that 
the patient ought to be detained for further care and 
treatment, this should only be done after he had been 
fully certified. If the patient should recover volition 
and was willing to remain as a voluntary patient, he 
should be allowed to do so, subject to the conditions 
relating to voluntary patients. 


The Resistant Case. 

Sir Frederick Willis said the Board considered that 
the resistant case should only be detained after full 
certification, on a petition signed by a relative, 
friend, or public official, and an order signed by a 
judicial authority, subject to the following limita- 
tions: (a) that a case may be received on a _ pro- 
visional order signed by a relative, friend, or public 
official, and accompanied by one medical certificate. 
Under this, a patient may be detained for 14 days if, 
in the opinion of the medical officer of the institution 
or place, or—in the case of a patient under single 
care—the medical attendant, the case needs detention 
for that period. A copy of the provisional order and 
certificate should be sent to the Board on admission. 
If at the expiration of the 14 days the medical officer 
or medical attendant should be of opinion that the 
patient should be detained a further 14 days for 
observation and treatment, this may be done pro- 
vided the doctor certifies, in writing, that the further 
detention is desirable. A copy of this certificate 
should be furnished to the Board. They recommend 
that detention of the resistant case beyond the 
28 days should only be allowed under an order of a 
judicial authority on petition. These cases, say the 
Board, should only be received where suitable accom- 
modation and expert medical treatment and nursing 
are available. They might go to any public mental 
hospital, registered hospital, or licensed house, and, 
if the institution or place had been previously 
approved by the Board for the reception of cases under 
a provisional order or certificate, to any general 
hospital, nursing home, or Poor-law institution, or 
under single care. They proceeded to say that cases 


fully certified should be received only in public 
mental hospitals, registered hospitals, or licensed 


houses, or in single care. And they might also be 











received in Poor-law institutions or in nursing homes 
which had previously been approved by the Board of 
Control. Sir Frederick Willis said the Board con- 
sidered that the public responsibility for providing 
for all mental cases should rest with the visiting 
committee of the local authority, not with the 
guardians of the poor, and that if any Poor-law 
accommodation was used, it should be used in pur- 
suance of a contract between the visiting committee 
and the guardians. 


EVIDENCE OF THE MINISTRY OF HEALTH. 

The evidence at the short sitting on Dec. 11th was 
given by Mr. H. W. S. Francis, O.B.E. (Assistant 
Secretary of the Ministry of Health), whose work 
related especially to the Poor-law. 

The Chairman explained that under the existing 
code of lunacy in this country there was an intimate 
relationship between that code and the Poor-law ; 
and the Royal Commission had been considering the 
general question of that relationship and _ possible 
modifications of it. He asked the assistance of the 
witness as to any observations the Minister wished 
to make as to extricating, as far as possible, lunacy 
administration from Poor-law administration—i.e., 
whether the element of pauperisation associated with 
lunacy could be modified or altered. For instance, 
on the question of accommodation, a considerable 
number of patients were at present accommodated in 
Poor-law institutions, both certified and uncertified 
patients, and he understood these were directly 
under the charge of the guardians. The witness said 
this was so, and that some had become pauperised by 
the fact that a mental malady had overtaken them. 
The existing machinery provided for the use of Poor- 
law institutions as receiving houses for lunatics. He 
did not think there were many lunatics under 
Section 26 of the Act of 1890. 

The Chairman asked where the population in the 
Poor-law institutions came from, and the witness 
replied that there were three elements: (1) those 
who came into the workhouses as receiving houses, 
perhaps on their way to an asylum, but who might 
be discharged without going to an asylum; (2) 
those who were already paupers and who became 
insane; (3) those who were discharged from the 
asylum and went back to the workhouse, where they 
were retained under the old provisions of the Act. 
Section 26 kept the lunatics in closer touch with 
county administration. If it were thought desirable 
to extricate the lunacy administration from its present 
association with the Poor-law, it might still be neces- 
sary to use Poor-law premises for mental patients, 
and by applying Section 26 the administration could 
be placed in the hands of the local authority. But in 
order that the Poor-law premises so used could become 
ad hoe branches of the lunacy system the Section 
seemed to need some development. There would 
have to be a transfer from Poor-law accommodation 
to asylum authority accommodation. No part of 
the expense due to this new course would fall ulti- 
mately on the guardians, though in the first case 
theirs would be the expenditure. In reply to a further 
question Mr. Francis said he did not see why there 
should be any substantial difficulty in regard to 
people already receiving Poor-law relief who then 
were visited by mental illness, as distinct from those 
who would be sent direct by asylum authorities. 
The evidence favoured the lunacy authority being 
responsible for all cases arising in its area, irrespective 
of the Poor-law. The medical officer of health and 
his staff offered a practical alternative to the present 
system, an alternative which was desirable. 

The members proceeded to discuss the question of 
the forfeiture by a lunatic in a rate-aided institution 
of the old-age pension. Asked by Miss Symonds 
whether he considered the conditions and facilities 
now provided by the guardians were satisfactory, 
Mr. Francis said he thought that, generally, they 
reached a fair standard. 

The Commission adjourned, no announcement as 
to future meetings being made. 
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PENSIONS FOR HOSPITAL 
AND NURSES. 

A MEMORANDUM* setting out a draft scheme of 
pensions for hospital officers and nurses has been 
prepared by a conference composed of representatives 
of King Edward’s Hospital Fund for London, the 
British Hospitals Association, the Incorporated 
Association of Hospital Officers, and the College of 
Nursing, Limited. Lord Stuart of Wortley, chairman 
of the Management Committee of King Edward’s 
Hospital Fund, was the chairman of the conference, 
which included representatives from the provinces as 
well as from London. 

Draft Scheme. 

The draft scheme follows, generally speaking, the 
lines recommended in the report of a committee of 
the King’s Fund, of which Mr. W. J. H. Whittall, 
F.I.A., was chairman. This committee reported that 
the provision of pensions for the staffs of voluntary 
hospitals, including nurses, was inadequate ; that this 
led to the age of retirement being unduly postponed ; 
and that the loss of all pension rights on migrating 
from one hospital to another was contrary to the 
interests both of the officers and of the hospitals. 
After commenting on the risks that would inevitably 
attach to any form of mutual pension fund, the com- 
mittee recommended a scheme on the lines of the 
Federated Superannuation System for Universities, 
where policies are taken out with selected insurance 
companies. The present draft scheme is on the same 
basis, adapted to the circumstances of hospital and 
nursing service. The hospitals adopting the scheme 
would contribute 10 per cent. of salary and emolu- 
ments and the officers and nurses 5 per cent. The 
normal pension age would be 60 for officers and 55 
for nurses. There would be a choice between three 
main types of policy: endowment assurance, giving 
a fixed rate of annuity at the retiring age or a certain 
sum at previous death ; deferred annuities with return 
of premiums on premature withdrawal or death ; 
and deferred annuities without return of premiums. 
The scheme, if adopted, would include the salaried 
staff, administrative, clerical, and dispensing, and also 
the whole nursing staff except probationers during 
their first year. Members migrating from one hospital 
to another, or from one branch of nursing service to 
another, would take their policies with them. 

To nurses this freedom to migrate without loss of 
pension rights is specially important, since most of 
them begin their career in hospitals and then move 
into other branches of the profession. The scheme 
would cover the nurse’s whole working life, and it 
would remove a hardship that now deters many 
suitable women from taking up nursing—namely, 
the impossibility of making adequate provision for 
old age. The promoters of the scheme urge the 
advantages of beginning at an early stage of training, 
provided that the hospital’s contributions do not 
become the property of the nurse unless she remains 
in the profession at least five years. Special arrange- 
ments are suggested for enabling the policies to be 
maintained by nurses engaged in private nursing, 
though the details of this part of the scheme do not 
concern hospitals. The scheme would be administered 
by a central council representing the hospitals and 
the members; and this council, through a special 
nurses committee, would deal with matters relating 
to nurses not in hospital service. The memorandum 
discusses the arguments for and against each of the 
above provisions, and is issued for the consideration 
of each individual hospital. The conference itself 
did not express any opinion other than general 
sympathy with the principle of a pension scheme, 
merely adding that, if the draft scheme proved 
acceptable to the hospitals, the advantages antici- 
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pated from it, both to the hospitals and to the officers 
and nurses, would be the more fully realised the larger 
the number of hospitals that joined. 


VIENNA. 
(FROM OUR OWN CORRESPONDENT. ) 
Late Reaction after Application of Radium. 

AT one of the recent meetings of the Vienna Medical 
Society Prof. Marschik demonstrated a man of 49, 
who had been treated by radium 18 months ago for 
ulceration of the soft palate. Histological examination 
of an excised portion had proved the presence of 
cancer, so radium was applied in 13 sittings, with 
a tube containing 50 mg. radium bromide. Each 
sitting lasted 30-50 minutes, the other parts of the 
mouth being apparently well protected. The ulcera- 
tion slowly disappeared in January, 1925, but three 
months later it reappeared. Vigorous radium treat- 
ment was again instituted, but it was useless ; so the 
patient consented to an operation, performed in 
July, 1925, which resulted in a cure of the carcino- 
matous ulceration. But two months later the patient 
again came, because on the base of the tongue, just 
opposite to the place of the original ulcus, a slowly 
growing necrosis had been observed. This ulceration 
gradually sloughed away, and the mouth is now 
normal. Prof. Marschik noted that the larynx 
specially liable to this late reaction. In his experience 
the susceptibility of the neoplastic cells to radium 
varies with their degree of differentiation—the 
differentiated the more vulnerable—thus lympho- 
sarcoma is easily affected, whilst epithelial carcinoma 
or other tumours with highly differentiated cells are 
much more resistant. He deprecated the use of the 
method of massive doses, which, in his opinion, 
should be abandoned. Diathermy was an excellent 
method for the treatment of late reactions to radium. 
In the ensuing discussion, Dr. Hofer said that he had 
seen a similar case of late necrosis in the ethmoid 
bone six years after the application of massive doses 
of radium. He said that Kumer and Freund were now 
very careful in the application of radium to the 
mouth; Dr. Kumer applied a dental toothplate with 
a prolongation, in which the radium applicator is 
hidden, so that the surrounding parts are completely 
protected. 


is 


less 


Sugar as a Preservative of Anatomical Specimens. 

At the same meeting of the Vienna Medical Society 
Prof. Tandler showed a number of anatomical specimens 
in which the original colours and form were beautifully 
preserved. These specimens were 8-12 years old, 
but had not suffered any deterioration. The method 
is simple. It consists only in the immersion of the 
preparation or specimen in a concentrated solution of 
cane- (or beet-) sugar. The vessel then closed 
hermetically. The superficial layers of the tissues 
become quite translucent. The specimens can be 
exposed to the heat of an epidiascope without suffering 
damage. Sections through the brain, the kidney, the in- 
testinal canal and the sexual organs were demonstrated. 
It may be added that the ancients in Western Asia, 
in Syria, and Mesopotamia used honey for embalming 
purposes. One of the old historians relates of a king 
who carried the dead body of his favourite wife 
with his chariot in all his wars, the body being 
preserved by means of honey. 


Is 


Prize for Essay on Cancer. 

The Austrian Society for investigating and fighting 
cancer has again resolved to offer for the year 1925 
a prize of about £50 to the author of a paper which 
is held to promote our knowledge of the cancer 
problem in a fundamental way. Competition is 
restricted to Austrian investigators, and the prize 
will be awarded only if the paper is actually an 
advance on the present state of knowledge. Alterna- 
tively, the sum will be used in any way as seems 
desirable to the chairman of the society. All scholars 
and scientists of Austria are invited to compete, 
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whether they be medical men or not; the paper 
must have been published between Jan. Ist, 1925, 
and Jan. 3lst, 1926. The judges consist of the 
committee of the society. 
Clinical and Experimental Studies on Serous 
Cavities. 

Dr. Schénbauer, of the Eiselsberg Clinic, recently 
read before the Gesellschaft der Aerzte in Vienna 
a paper in which he dealt chiefly with the serous 
membranes of the different body cavities. He has 
found that a diseased or injured serous membrane 
has a much diminished power of absorption, which is 
lessened still further by the injection of concentrated 
solutions into the cavity. This lessened absorption 
does not last long. The observation holds good for 
the peritoneum, the pleural cavity, or the meninges ; 
but hypertonic solutions (10 per cent. NaCl, or sugar, 
or urotropine) are not long effective, and experiments 
have shown that, for instance, in diffuse perforation 
peritonitis, the liquid cannot be injected except 
during operation. In his search for a strong bacteri- 
cidal solution he found that pepsin hydrochlorid 
answers the purpose best. In 103 cases of peritonitis 
after perforation, treated with this solution, the 
mortality was 11-7 per cent., which is only about 
one-third of the previous mortality. The absorption 
of poison into the system is markedly retarded by 
injecting pepsin hydrochlorate into the peritoneal 
cavity. In paralytic ileus after operation or perfora- 
tion animal experiments have proved that intoxica- 
tion is prevented by using a strong antitryptic serum ; 
two successful results have followed its use in human 
cases. A second series of experiments dealt with 
the pleural cavity. Here, too, Dr. Schénbauer could 
prove that absorption is lessened by inflammation, 
and that it can be lowered further by injection of 
hypertonic solutions. Therefore he advises in acute 
cases of empyema the use of aspiration of the greater 
part of the pathological material and the injection of 
a hypertonic solution before the pyothorax is com- 
pletely emptied. Similar experiments were conducted 
on a number of animals with regard to the conditions 
of the meningeal membranes. Dr. Schénbauer 
discussed the details of these interesting experiments, 
which have a bearing upon otologic operations ; 
he showed that in traumatic meningitis lumbar 
puncture may spread the infection of the meninges, 
but, on the other hand, by injecting hypertonic 
solutions of 40 per cent. urotropine into the spinal 
canal an extension of the infection was effectively 
checked. The experiments will be controlled shortly on 
patients in the otologic clinics. : 

Decrease of Syphilis in Vienna. 

Investigations conducted on a large scale in this 
country have shown, as Prof. Finger recently said 
in the Austrian Board of Health, that 12-14 per 
cent. of the entire population were at one time 
infected with syphilis or gonorrhoea. Since 1922, 
however, records kept in hospitals and dispensaries 
show that a rapid decrease of primary syphilitic 
infection has taken place, at least in Vienna. 
Systematic instruction and teaching of the public, 
promoted by the Society for the Prevention of 
Venereal Diseases, together with excellent facilities for 
early and intensive treatment of all infected persons, 
is considered to have brought about this change, 
coupled with modern methods of diagnosis and 
prophylaxis and treatment. The early recognition of 
a primary sore enables the timely and adequate 
treatment of the patient and thus stops many potent 
sources of spreading infection. In the country, 
however, this rapid decrease is not so clearly manifest 
although it is also evident. It happens now that in 
several provincial hospitals the number of fresh cases 
of syphilis exceeds in one month those seen in the 
Vienna clinic at the same time. Especially the 
younger people are now oftener affected than formerly, 
most likely due to the radical change of economics 
and morals which has taken place in the last ten 
years. But with the comparative disappearance of 
primary sores the secondary lesions become more 





rare—as shown by the reports from competent 
factors—and we are entitled to the hope that in du 
time the dreaded disease may be really wiped out 
The public is now impressed with the statement that 
syphilis can be cured if treatment is commenced earl) 
enough. The more this is hammered into the mind 


of the population the earlier a radical improvement 
of public health is to be expected. 


PARIS. 
(FROM OUR OWN CORRESPONDENT. ) 
Increasing University Fees. 

From the first day of 1926 fees at the University 
of Paris will be raised by 50 per cent., the regula: 
trimonthly levy of 40frs. for the undergraduate 
courses becoming 60frs., and other fees being affected 
in similar proportion. French students belonging to 
families including three or more children are entitled 
to free instruction and generous remission of the 
ordinary charges. This provision is extended to 
families which have lost children in recent military 
or civil service. 

Annual Meeting of the Academy of Medicine. 

At the annual public meeting of the Académie de 
Médecine on Dec. 8th the commemorative eulogy was 
delivered by Prof. Achard on Jacques Raphael 
Lépine, of Lyons, who died in 1919. Lépine, who 
looked at medicine from the physiologist’s viewpoint, 
was a pupil and friend of Cruveilhier, Claude Bernard, 
Vulpian, Charcot, Virchow, Cohnheim, and Pasteur, 
Among his contributions to medicine were the 
discovery of centres governing the heart-beat, vaso- 
motor reactions, blood pressure, and movements of 
muscles in the hand and face; he made a special 
study of the perivascular channels of the brain, and 
the causation of pseudo-bulbar paralysis, and the 
action of caffeine, digitalin, strophanthin, atropine, and 
sodium benzoate. Lépine helped to establish the 
unitary character of tuberculous lesions, and his 
labours on diabetes are familiar. A number of 
prizes were awarded at this meeting. The Prince of 
Monaco prize of 100,000frs. went to Laguesse and 
Hédon for their discovery of the internal secretion 
of the pancreas. Debré received 4800frs. for his 
work on convalescent serums, especially in measles. 
Levaditi was awarded 12,000frs., Maygrier 6000, 
Marquézy 3000, and Guillaume 3000frs. 

Clandestine Sale of Narcotics. 

Traffic in cocaine, heroin, and other narcotics 
continues to be very considerable at Paris. Mont- 
martre is the largest centre. From houses and 
**merchants ”’ in this part of Paris representatives 
are distributed rather widely over the city. Four 
dealers have just been arrested on the charge of 
homicide by imprudence, death of a young Russian 
student through heroin poisoning having led to 
investigation and discovery. Charges are also being 
filed against several of the clients. The only penalty 
against the narcotic traffic at present is the 
occasional infliction of imprisonment for a period 
not materially embarrassing to the offender. 

Milk and Child Welfare. 

Since Dec. Ist the Paris milk-supply has become 
very irregular and insufficient. A number of proposals 
have been presented to the municipal council, 
advocating limitation of the sales of milk in cafés 
and restaurants, use of milk cards for children and 
the sick and aged, and distribution of milk among 
the different arrondissements on a population basis. 
These projects will be considered at once. The Pierre 
Budin Foundation, of which Prof. Comby is president, 
provides regular free instruction in prenatal and 
infant care for students, physicians, nurses, young 
mothers, and all who may be interested in the subject. 
It also supplies from its station in the rue Falguiére 
annually some 15,000 litres of milk, sterilised by the 
Soxhlet-Budin method, 
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On the motion of the Ministries of Finance, Labour, 
and the Interior, a census of the French population 
has been fixed for March 7th, 1926. 

A regional anti-cancer centre has just been installed 
ind opened at Rheims. The centre will promote 
active educational propaganda on the prevention and 
treatment of cancer. 

The new legislation defining the rights of occupants 
ind proprietors of houses cannot come into force 
until April Ist, 1926. After that date occupants 
must meet the advanced rents or vacate. 

Prof. Widal’s clinic at the H6pital Cochin opened 
on Dee. 15th. Clinical lectures are given daily at 
9 A.M.; lectures in the amphitheatre every Tuesday 
it 11 A.M. 

At the Sorbonne, Dr. Sicard de Plauzolles is giving 
free public instruction on syphilis, gonorrhoea, tuber- 
culosis, and other social diseases; on Tuesdays in 
the Milne-Edwards amphitheatre, and on Saturdays in 
the amphitheatre Edgar Quinet. The time is 5.30 P.M. 
These conferences are under the auspices of the 
National Office of Social Hygiene. 


UNITED STATES 
(FROM 


OF AMERICA. 


AN OCCASIONAL CORRESPONDENT.) 


The Doctor and the Changing Order. 
President of the Rockefeller 
Dr. George E. Vincent, spoke on the above theme 
recently to the New York 
\ chiefly urban, minutely specialised, and 
interdependent industrial. commercial, and _ social 
system confronts the modern doctor, he said, with 
new problems. 


THE 


teacher, have. been drawn into organisations and have 


largely lost their independence as self-sufficing units. | 


Must the doctor, who can now master only a part of 
the vast total of medical knowledge and skill, follow 
in their footsteps? It is recognised that effective 
medical care demands insistently an 
relationship between doctor and patient. There is 
thus created a conflict between the social need for 
team-work on the one hand and the demand for 
human insight and sympathy on the other. In seeking 
a solution Dr. Vincent reviewed the voluntary health 
insurance schemes of Denmark and Norway and the 
compulsory insurance in Germany and Great Britain, 
concluding that “ the medical care is probably on the 
whole inadequate and certainly unorganised.”” Only 
in university clinics, in well-developed hospitals, 
dispensaries, and pay clinics, in true group practice, 
and in health centres is there to be found genuinely 
organised medicine. But these organisations, too, 
are subject to criticism. Are they not mechanising 
medicine, eliminating the personal relation ? Perhaps, 
replies Dr. Vincent, but it is clear in any case that the 
old order is changing. It looks as if society means 
to insist upon a more efficient organisation of medical 
service for all groups of people, upon distribution of 
the costs of sickness over large numbers of families 
and individuals, and upon making prevention of 
disease a controlling purpose. 


Alcoholism in 1925. 

The very impartial report on prohibition recently 
issued by the Federal Council of Churches was in itself 
so inconclusive as to the final outcome of the present 
legislation that the Council has found it necessary to 
issue a special announcement of its unchanged advocacy 
of prohibition and law enforcement. The figures on 
alcoholism for the first nine months of the present year 
issued by the Metropolitan Life Insurance Company 
show that the death-rate from alcoholism is 2-8 per 
100,000, compared with 3-2 per 100,000 for the corre- 
sponding period of 1924. The deaths from cirrhosis of 
the liver have, however, increased from 673 to 823, 
a rate of 6-3 for the first nine months of last year 
and 6-6 for the same period in 1925. Poisonings by 
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wood or denatured alcohol have also increased, 
Since the beginning of 1922 alcoholism (excluding 
cases of poisoning from wood or denatured alcohol) 
has accounted for the deaths of 1528 industrial policy- 
holders in this company. Other items from this report 
show that the death-rate from typhoid fever con- 
tinues to decline.among the white population but has 
actually increased among the coloured population, 
standing at the appallingly high rate of 11-4 per 
100,000 in the latter There is a continued 
decline of tuberculosis deaths in both white and 
coloured. The deaths from automobile accidents 
continue to increase. 


case, 


Periodic Physical Examination. 

The conference of secretaries of State medical 
societies to study and promote a scheme of periodic 
medical examinations was a lively occasion. At the 
present time while the American Medical Association, 
the National Health Council, and the Gorgas Memorial 
are all promoting such examinations, the work is 
largely done by business organisations for gain. 
One such corporation speaks of employing upward of 
8000 medical examiners, others are no more than the 
one-room commercial laboratory. The conference 
deprecated the need for any middleman between 
physician and patient, and set its face strictly against 


| the commercialisation of medical practice. 





Public Health Serbices. 


REPORTS OF MEDICAL OFFICERS OF HEALTH. 


THE following are some of the health statistics 


county boroughs, and three cities :— 


Death-rates 
per Loa 
births. 


Death-rates per 
L000 of the 
population. 


rt. 


Nam of 
district. 


Birth-rate. 
Tuberculosis. 
ortality. 


All causes. 


mh 
Maternal me 
from childbirth. 


Kent 
Staffordshire 


Hu ntingdon 
shire 


Birkenhead 
3) ee 


South Shields 
fh ee 


Bournemouth 
B. o 


( 450 


Norwich C, 23,900 


Carlisle C. 10 


Gloucester C, . $090 19-6 


‘ounty borough. 


Kent, 

Dr. Alfred Greenwood reports that the death-rate 
from cancer remained at the same high level as in the 
preceding year. Some very high rates were recorded 
in the various districts; thus, Deal borough had a 
rate of 2:13 for 1924, New Romney a rate of 2-03, 
and among the rural districts Elham had a rate of 
2-11 and Tenterden a rate of 2-20. Dr. Greenwood 
assisted the publicity work by giving popular lectures 
on this subject to the lay public in various centres of 
population in the county. These lectures, illustrated 
by lantern slides and framed in simple language, 
proved to be a great attraction. The arrangements 
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were made by the local medical officers of health in 
each case. Very large audiences were addressed and 
the modest cost was borne by the local council. 

Successful administration of the county tuberculosis 
scheme continues, but, says Dr. Greenwood, “ still 
further benefits may accrue when it is possible to 
ally with our work in this direction greater expedition 
in the provision of houses, with consequent improve- 
ment in home conditions and less overcrowding. 
Further accommodation for patients suffering from 
pulmonary tuberculosis in its early stages is now being 
arranged at the county sanatorium at Lenham, owing 
to the training section at that institution being dis- 
continued by the Ministry of Health. Forty additional 
beds will become available shortly. An outbreak of 
paratyphoid fever in the borough of Dover was traced, 
after a considerable amount of difficulty owing to 
the complicated methods of milk distribution, to a 
‘ carrier’ working on a farm outside the borough. 
The sanitary defects found on the farm contributed 
to the spread of infection. The ** carrier ” was isolated 
in hospital for two months and left at his own request, 
giving an undertaking that he would not in future 
follow an occupation which involved the handling of 
any foodstuffs used by the public. The work of 
the county bacteriological and pathological labora- 
tories at Maidstone continues to elicit the cordial 
appreciation of the medical profession throughout 
Kent, and the number of examinations again shows 
an increase. 

Continued efforts are being made to provide an 
efficient midwifery service throughout the county 
either by making grants to assist in the formation of 
district nursing associations, or by placing subsidised 
midwives in districts where a livelihood cannot be 
obtained from midwifery alone. Some 18 districts 
are now served by subsidised midwives. A very 
successful post-certificate course for midwives, com- 
prising lectures and demonstrations, was held at 
Gillingham from Oct. 6th to 10th, and was attended 
by 125 practising midwives and 24 health visitors. 


Staffordshire. 

Dr. W. D. Carruthers reports that there are now only 
47 untrained midwives and 225 trained midwives as 
compared with 438 untrained midwives and 18 trained 
at the time of the passing of the Midwives Act. The 
provision of an efficient service has been one of the 
chief concerns of the public health committee for a 
considerable period. In the more populous districts, 
if the midwifery service is inadequate, either a midwife 
is trained at the expense of the county council on the 
condition that she practises in a selected area for three 
years. or a trained midwife is established with a 
guaranteed income of £120 a year on condition that 
she does not select her cases. The latter method is the 
one usually adopted, and experience has shown that 
such midwives do not require a subsidy for as long 
as three years. There are 62 local nursing associations 
affiliated to the County Nursing Association, and 
eight non-affiliated which undertake midwifery. The 
smaller nursing associations in the county employ 
nurse-midwives, who are generally called village 
nurses. In addition to holding the certificate of the 
C.M.B., these village nurses have received a six months’ 
training in general sick nursing at the Tipton Training 
Home. At the October meeting of the health com- 
mittee a special scheme of post-certificate training 
was adopted for the practising midwives under which 
70 practising midwives annually will attend a refresher 
course of a fortnight’s duration at the Tipton Training 
Home. Arrangements will also be made to give the 
pupil midwives one month’s practical training in 
health visiting. Antenatal work is also to be developed 
at all centres as far as possible. 

An examination of the returns of the district medical 
officers of health has shown that in 9 out of 48 
sanitary districts there were more deaths from 
pulmonary tuberculosis than notifications. Work with 
regard to the prevention of rivers’ pollution makes 
progress and many of the districts in the county have 
bio-aeration schemes in hand. 





Huntingdonshire. 


Dr. C. B. Moss-Blundell says a great deal more 
should be done to improve the condition of the 
children. The education committee have provided for 
the treatment of eye defects, but tonsils and adenoids 
are neglected. Dental treatment is a crying need. 
Verminous heads are quite unpardonable, and Dr. 
Moss-Blundell thinks it would be a ‘‘ Heaven-sent 
blessing if fashion dictated the Eton-crop for all time 
for all school-children.’”’ For venereal diseases an 
additional centre is needed in the north of the county, 
as also for tuberculosis ; and a new clinic for school- 
children should be established at Fletton. The prob- 
lem of mental deficiency becomes more acute as 
there is no suitable institution available. Dr. Moss- 
Blundell is sorry that the Fowlmore aerodrome was 
not acquired for this purpose, and suggests that 
Huntingdon should combine with one or more other 
counties to acquire a suitable place. 


Birkenhead. 


Dr. D. Morley Mathieson reports that the regular 
bacteriological examinations made at the Alwen water- 
supply showed that the water was of remarkable 
purity and remained so throughout the year. The 
revision of the tuberculosis register shows that at 
the end of 1924 it included 1600 cases of tuberculosis 
of all types. This is rather more than five times the 
notifications for 1924, which number 294. Only 62-5 
of the cases were notified to the department three 
months or more before death, but this is a slight 
improvement on the three preceding years. Owing 
to the fact that more beds are now available for adults 
at the Cheshire Joint Sanatorium at Burntwood, it is 
possible to admit more children suffering from surgical 
tuberculosis to the Thingwall Sanatorium. These 
children do very well at Thingwall, and the light 
treatment has been adopted with much success. 
Twelve beds are also reserved at Leasowe Hospital for 
surgical tuberculosis. 


A scheme has been approved by the education 
committee for dealing with crippled children, com- 
prising an orthopedic clinic, hospital accommodation 
for non-tuberculous cases, the provision of splints, &c., 
and the services of an orthopzdic surgeon, an ortho- 
peedic nurse, and a masseuse. The clinic will be held 
on Saturday mornings at the central premises occupied 
by the Birkenhead and Wirral Invalid Children’s 
Association, which association is already subsidised 
by the corporation and employs a masseuse. Hospital 
accommodation will be provided at Leasowe on the 
‘ patient-day ” basis and £150 is included in the 
estimates for the first year. Mr. Hartley Martin, 
the senior surgeon of Leasowe Hospital, is recom- 
mended as the orthopedic surgeon, and for the first 
year it is estimated that one attendance by him per 
month at the clinic will be sufficient. On the inter- 
mediate days the orthopzdic nurse will be in attend- 
ance. The added cost of the scheme for the first vear 
is estimated at £270, half of which will be received 
back in the form of a grant to the education com- 
mittee. Dr. Mathieson draws attention to the limited 
scale of the dental inspection and treatment provided 
for the school-children. Only one group is dealt with 
—namely, children born in the years 1914, 1915, and 
1916. The result to these is excellent, but the other 
children in the elementary school remain outside the 
scope. 

South Shields. 


Dr. W. Nicoll states that the devastating effects 
of the influenza epidemic, which prevailed in the 
earlier part of the year, were severely felt on Tyneside. 
Excluding the memorable epidemic of 1918-19, South 
Shields was more severely affected during 1924 than 


in any year of the last 30. Nearly a third of all the 
notified cases of primary pneumonia died, and about 
half of the cases of influenzal pneumonia. The 
influenza epidemic was followed by cases of encepha- 
litis lethargica; nine cases were notified, eight of 
which died. 
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As a sequel to the visit of a Medical Inspector of 
the Board of Education, the question of the school 
dental service was raised anew and a full-time dentist 
appointed in place of two part-time dentists. <A 
second full-time dentist will be needed quite soon. 
Another need of South Shields is increased and 
improved hospital accommodation for infectious cases. 
As a makeshift, huts have been erected in the grounds 
of the hospital. There is no observation block for 
dealing with doubtful cases and there are no segrega- 
tion cubicles at the hospital. The death-rate from 
tuberculosis, which has been very high for some time, 
showed a drop during 1924. Among the 205 deaths 
from tuberculosis there were ten of Arab seamen, 
and Dr. Nicoll points out that they suffer more than 
the rest of the population. Arabs only constitute 
about 0-4 per cent. of the total inhabitants. A letter 
has been addressed to all the midwives, pointing out 
that when medical aid is required they should send 
for the medical practitioner desired by the patient. 
An antenatal clinic, under the charge of Dr. Susan 
Jamieson, was opened in June. 


Bournemouth. 

Dr. A. D. Edwards points out that the infant 
mortality was the lowest ever recorded in Bourne- 
mouth, and expresses his appreciation of the excellent 
work done by the Bournemouth Voluntary Association 
in all the centres. <A fifth centre had to be opened 
towards the end of the year. The public analyst, 
Mr. R. A. Cripps, discusses the question of shredded 
suet. The rice flour in the samples submitted varied 
from 0 to 23 per cent. The object of the addition is 
to prevent the granules of fat becoming massed 
together. For this purpose from 10 to 15 per cent. 
(according to the hardness of the suet) of rice flour is 
ample. Consequently, all samples containing more than 
15 per cent. must be regarded as adulterated. As the 
result of the action taken during 1922 and 1923 the 
use of preservatives is decreasing. Eleven out of 
29 sausages contained boron, but only in one case 
in excess of 0-25 per cent. Five samples of fish paste 
and 22 of sponge cake were all free from boron. Ten 
samples of margarine contained boric acid in excess 
of 0-2 per cent., while 10 out of 11 samples of butter 
were also boricised but in only three in excess of 
0-2 per cent. Nine samples of lemon squash, lime- 
juice, &c., all contained either sulphurous or salicylic 
acid. Mr. Cripps expresses his surprise that boric 
acid, “which has been used for many years under 
official sanction in preserved cream, butter, &c., 
and salicylic acid, which has been similarly favoured 
in various beverages, are now to be forbidden.”’ He 
is doubtful as to whether the substitution of sulphites 
for boric acid will be advantageous, especially as the 
consumer will be liable to take a medicinal dose with 
less than } Ib. of sausages. 


Norwich. 

Dr. H. Cooper Pattin reports that provision has 
now been made for the dental treatment of nursing 
and expectant mothers and is already proving bene- 
ficial. There is need for increased ward accommoda- 
tion at the maternity home. The development of 
the Stanninghall colony progresses slowly. The 
Ministry does not quite approve of this being used for 
all types of tuberculosis, but appears to have a pre- 
ference for a combined eastern counties hospital for 
surgical tuberculosis. The school dental officers find 
defects in 65 per cent. of all the children examined. 
With the appointment of a second dental officer more 
children now receive treatment, and it is hoped that 
arrears will ultimately be overtaken. New houses do 
not meet the needs of the natural increase of the 
population. The housing scarcity, therefore, becomes 
aggravated, and the difficulty is rendered greater by 
the worn-out condition of much of the house property 
in the city. 

Carlisle. 

Dr. Joseph Beard 
encephalitis lethargica. 
died in the infirmary. 


reports six notifications of 
One was a non-resident who 
Of the remainder three made 





complete recoveries, one recovered except for a slight. 
dilatation of the pupil, and the fifth made an apparent 
recovery, which was followed a month later by difficulty 
in swallowing and other grave symptoms leading to 
a fatal end. Dr. A. C. B. McMurtrie reports that 
syphilis is declining and looks forward with confidence 
to the time when syphilis in Cumberland will be almost. 
a thing of the past. Gonorrhca, on the other hand, 
he thinks is increasing. His opinion is illustrated by 
charts showing the number of new cases treated at the 
Cumberland Infirmary since 1920. 


Gloucester. 


Dr. Ronald B. Berry draws attention to the inade- 
quate and extremely inconvenient accommodation 
provided for the health and school medical depart- 
ments. During the year there was an outbreak of 
enteric fever of a mild type among children. Investi- 
gations showed that the children had probably become 
infected by drinking from a brook contaminated by 
sewage from the second county asylum. The out- 
break led to an examination of the city water-supply, 
some of which was found to be unsatisfactory. The 
undesirable water came from the Robinswood Hill 
supply, and, after a survey of the gathering grounds, 
it was decided to dispense with the water from this 
source. The report on the dental scheme for expectant 
and nursing mothers shows that this work is growing 
in popularity, and that prejudice is disappearing. 
Treatment consists mostly in extractions, but occasion- 
ally the ‘‘ Ivory Cross,’’ a philanthropic association 
subscribed to by dentists, helps to provide artificial 
dentures. The present state of the housing problem 
makes all branches of the work of the health department 
exceedingly difficult. Dr. Berry thinks much more 
could be done in the way of open-air classes at the 
elementary schools. The school dental officer, Mr. L. 
Machin, reports that the dental scheme has received 
a very decided check from the system of charges 
instituted towards the end of the year. The majority 
of parents refuse treatment rather than pay. 


SCHOOL MEDICAL SERVICE. 


Tue following table summarises the statistics for 
Manchester, Birmingham, and Northampton : 


No. of 
spec ial 
cXamina 
tions 
and re- 
inspec- 
tions. 


Percentage 
of children 
found on 
routine 
examination 
requiring 
treatment.f 


Average No. of 
elem. routine 
school children 
atten- eXa- 

dance. mined, 


Name No. 
o on 
district. roll. 


Manchester. . . —* 


29,920 140,344 27:7 


Birmingham. 140,738 124,019 42,736 67,354 


26-99 


Northampton 26,723 —* 6,479 2,183 


24-8 


* Not given. Excluding dental defects and uncleanliness. 


Manchester. 


In addition to the routine work, Dr. A. Brown 
Ritchie and his staff examined between 6000 and 
7000 children prior to their visit to Wembley exhibition 

no light task when it is seen that the routine work 
has been fully and efficiently carried out. The 
increasing interest and knowledge of the medical work 
amongst the teachers are shown by the early recogni- 
tion and notification of many cases of infectious 
diseases, but cases of defective vision and hearing 
still escape the teacher’s notice. Extensive treatment 
is carried out by the staff at the various treatment 
centres—even minor orthopedic cases being treated. 

Many special classes, residential, and day schools 
exist for the abnormal children, but Dr. Brown Ritchie 
states there is still a shortage of accommodation for 
blind, deaf, and mentally defective children. Dr. 
H. Herd reports on the after-results of encephalitis 
lethargica in 57 children in whom he found 20 cases 
of Parkinsonian syndrome (14 serious). Dr. J. G. 
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Woolham carries on from last year his investigation 
into the fitness of school-boys. He finds that, apart 
from the psychological development of the boy, his 
fitness depends on the anatomical proportionality 
between the parts or ‘static’? state and on the 
physiological adjustability or ‘‘dynamic”’ capacity. 
While the “ static ’’ state can be measured, actual 
working experiments must be made to estimate the 
‘ dynamic ’’ capacity which, he suggests, depends on 
the fitness of the vegetative systems and neuro- 
muscular systems. Using his tests, he found that 
the distribution of 81 boys into seven grades closely 
corresponded with the numbers which would fall in 
each division drawn under a normal probability curve. 
Under similar tests, a **‘ random sample ”’ of boys in 
poor health were graded and showed close positive 
association with that found on purely clinical examina- 
tion. Fully detailed tables are given in this praise- 
worthy and painstaking piece of research. Dr. G. W. 
Matthews has found that boys in abnormal standard 
for their ages have abnormal blood pressure. 


Birmingham. 

Dr. G. A. Auden’s report makes interesting reading. 
Much work has been undertaken and the conclusions 
drawn are sound. Drs. B. and J. Alexander report on 
the remarkable preponderance of short-sightedness 
amongst Hebrews in comparison with children in 
non-Jewish schools—30 per cent. of the Jewish 
children were myopic whereas the non-Jewish children 
culled from a similar environ showed only 12} per cent. 
of defective vision and these were hypermetropic. 
Commenting on the orthopedic and remedial exercise 
clinic, Dr. Auden says: ‘‘ It has been stated on 
unimpeachable authority that from 80 to 85 per cent. 
of the crippling now extant can be prevented or cured 
by appropriate and skilled treatment.’’ The marked 
reduction in the incidence of ringworn has continued 
and the X ray treatment has caused a great diminu- 
tion in the loss of school attendance. It is estimated 
that the saving on the 366 cases by X ray treatment 
is equivalent to 139-4 educational years. 


Northampton. 


Dr. Charles Paget, M.O.H. and school medical officer, 
states that, owing to illness of his staff, the number 
of routine inspections is not complete. He reports 
favourably on the good nutrition of the children, which 
is being well maintained. 

He has a shrewd paragraph on the subject of squint. 
We are all familiar with the parent who thinks his 
child will grow out of it and with his consternation 
when testing of the squinting eye reveals the fact that 
its vision is already seriously impaired. As Dr. Paget 
states, glasses should be adopted early and worn 
constantly and the disused eye regularly exercised by 
the use of a shade over the good eye. There are 
apparently no special schools, though there are 
151 mentally defective children and many suitable 
for physically defective and open-air schools. Such 
provision is undoubtedly difficult in scattered rural 
areas, but the absence of facilities is hard on the 
individual children. 





INFECTIOUS DISEASE IN ENGLAND AND WALES 
DURING THE WEEK ENDED DEC. 5ru, 1925. 
Notifications.—The following cases of infectious disease 

were notified during the week :—Small-pox, 115 (last 

week 105); scarlet fever, 1963; diphtheria, 1005; enteric 

fever, 57; pneumonia, 1776 (previous weeks 1531, 1186, 

and 88%); puerperal fever, 51; cerebro-spinal fever, 5; 

acute poliomyelitis, 4: encephalitis lethargica, 51; 

dysentery, 6; ophthalmia neonatorum, 109. There were 

no cases of cholera, plague, or typhus fever notified during 
the week. 

Deaths.—In the aggregate of great towns, including 
London, there was 1 death from enteric fever (London), 
58 from measles, 11 from scarlet fever, 32 from whooping- 
cough, 59 from diphtheria, and 100 (previous weeks 73, 
61, and 44) from influenza. In London itself there were 
26 deaths from measles, 24 from diphtheria, and 22 from 
influenza. 





The Serbices. 


ROYAL NAVAL MEDICAL 

Surg. Lts. (D.): O. J. Barrable to Victory, for R.N 
Barracks, Portsmouth, temp. and to Impregnable; and 
L. B. Osborne to Vivid for R.N. Barracks, Devonport, temp. 


SERVICE. 


ROYAL ARMY MEDICAL CORPS. 
Capt. E. C. Lang to be Maj. 
Capt. R. W. D. Hewson to be temp. Capt. and temporarily 
relinquishes the rank of Capt. 
A. L. Moorby to be temp. Lt. 
ARMY DENTAL CORPS, 
Capt. R. H. Mills retires on account of ill-health, receiving 
a gratuity. 
TERRITORIAL ARMY. 
Maj. F. W. B. Young, T.D., to be Lt.-Col. and to command 
the 164th (West Lanes) Field Ambulance, 
Lt. J. H. Iles to be Capt. 
Lt. F. R. Sandford (from Supernumerary for service with 
the Univ. of Lond. Contgt. O.T.C.) to be Lt. 
D. C. Vaughan to be Lt. 


DEATHS IN THE SERVICES. 

Sir HENRY FREDERICK Norspury, K.C.B., Director- 
General, R.N. retd., honorary surgeon to the late King 
Edward and to King George, died at Eltham on Dec. 10th, 
at the age of 86. An old Bart.’s man, he qualified with the 
M.R.C.S. and L.S.A. in 1860, in which year he joined the 
Royal Navy. Ten years later he graduated M.D. at the 
University of Malta and was appointed staff surgeon in 
1872. While serving in the Active at the Cape and West 
African stations he was landed in medical charge of the 
Naval Brigade during the Kaffir War of 1877-78. He also 
served in the Transkei as senior medical officer of six different 
columns of troops, was present in numerous skirmishes, 
in the action at the Quorra River, and at the battle of 
Quintana (mentioned in despatches and recommended for 
promotion). During the Zulu War of 1879 he was in medical 
charge of the Active’s Naval Brigade and was P.M.O. of 
Colonel Bearson’s column, being present at the battle of 
Inyezane. Later he was P.M.O. with General Crealock’s 
column (mentioned in despatches, medal with three clasps, 
promoted to Fleet Surgeon and was made a C.B.). For three 
years he served in charge of the Naval Hospital at the Cape 
and during that period was awarded the Blane Gold Medal 
on passing for staff surgeon. Subsequently he joined the 
Naval Hospital at Stonehouse, Portsmouth, and _ the 
Impregnable training ship for boys at Devonport, where he 
remained till 1887, when he was appointed Deputy Inspector- 
General of Hospitals and Fleets, when he was attached to 
the Royal Naval Hospital at Plymouth previous to being 
transferred to the Medical Director-General’s Department 
as an assistant to Sir James Dick, the then Director-General. 
In 1895 he was appointed senior medical officer at Plymouth 
Hospital with the rank of Inspector-General. In 1897 he 
was promoted to K.C.B., and in the following year succeeded 
Sir James Dick as Director-General of the Naval Medical 
Service, retiring from that position in 1904. Sir Henry 
Frederick Norbury, who was the author of “ The Naval 
Brigade in South Africa,’”’ was made an honorary Fellow 
of the Royal College of Surgeons of England in 1900. He 
was also a Knight of Grace of the Order of St. John and was 
a member of several learned societies. He was awarded 
a special pension for good service on the active list. Sir 
Henry Norbury married in 1868 Mina Legge, daughter of 
Mr. E. G. Wade-Brown, of Burton Bradstock, Dorset, by 
whom he had three sons and five daughters. One of the 
sons, Mr. L. E. C. Norbury, is a well-known surgeon, and 
three of the daughters are married to medical men. 


Surg. Rear-Admiral C. M. Beadnell has been appointed 
honorary physician to the King, vice the late Surg.-Gen. 
C. Pearson; and Surg. Rear-Admiral A. Maclean honorary 
surgeon to the King, vice the late Surg.-Gen. H. J. M. Todd. 


STAFFORDSHIRE INFIRMARY.—Last week Sir John 
Bland-Sutton opened a new operating theatre, which has 
cost £5000, at the Staffordshire General Infirmary, Stafford. 
The theatre was designed by Sir Aston Webb. 


EXTENSION OF RuGspy Hosprirat.—The Hospital 
of St. Cross at Rugby, which at present contains 100 beds, 
has become so inadequate to the needs of the district that 
a committee which has been considering the position 
recommends an immediate extension to 115 beds, with a 
further addition, a little later, which will increase the total 
capacity to 150 beds. 
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Correspondence. 


** Audi alteram partem.” 


PROPHYLACTIC 
“COLDS” 


INOCULATION AGAINST 
AND INFLUENZA. 
To the Editor of Tue LANCET. 

Srr,—There are some difficulties and even dangers 
in carrying out Dr. A. I. Simey’s suggestions to 
inoculate schools wholesale. These are touched upon 
but not emphasised in his article in THE LANCET of 
Nov. 21st: (1) There is the variation in immunity 
of individuals ; (2) there is the method of administering 
the vaccine ; (3) there is the composition and method 
of preparation of the vaccine. 

(1) Variation in immunity is recognised. Some 
people are frequently ‘* catching ’’ colds or influenza, 
some rarely have either colds or influenza. Some 
have a chronic post-nasal catarrh, which in time 
infects the larynx and bronchial tubes. Some have 
no apparent catarrh but the organisms lie latent, 
ready to develop in virulence and number if the 
individual gets chilled or overtired. When we have 
recognised this variation in immunity we might 
express it thus—individuals may have an immunity 
ranging from 0 to 100; let us divide them into five 
groups, A has no immunity, B’s immunity may be 
placed at 25, C’s at 50, D’s at 75, and E’s at 100 
We can only roughly guess in any individual case 
whether he should be placed in group A, B, C, D, 
or E, If, then, you proceed to inoculate him with one 
of the prophylactic anti-catarrh and anti-influenza 
vaccines, and if you give it in two doses as suggeste | 
by Dr. G. T. Western (THE LANCET, Nov. 28th), pre- 
sumably you give him } c.cm. for the first dose. What 
will happen ? If he is in C, D, or E group he will get 
slight redness at the place of inoculation and possibly 
slight catarrh next morning and then will be all the 
better for it ; but if he is in A or B group or between 
B and C he may get a heavy cold with or without a rise 
of temperature, which lasts on some time and does not 
produce an immunity; if anything, the immunity is 
lowered ; and, indeed, in some cases bronchitis or 
pneumonia may follow. 

(2) This brings us to the question of the method of 
administering the vaccine. The ideal to aim at is to 
produce a slight response in the individual by giving 
a dose which he can easily overcome. Clinically 
this means that if you are uncertain as to the immunity 
of the individual you must begin with a dose small 
enough to do no harm and watch its effect; the 
individual must not risk getting tired during the 
24 hours following a dose, for the process is one of 
interaction between the dose of vaccine and the 
patient’s powers of response. Therefore it is safest 
to begin with a dose of 0-1 c.cm. in adults and perhaps 
0-05 c.cm. in children under 12, By observing what 
has happened during the 48 hours following the 
dose you are in a position to judge what dose to give 
next; if there has been a slight reaction following 
the dose you repeat it again at the end of three or 
four days or when the patient has got over it. 
Probably after repeating it a second time there will 
be no reaction and you can proceed to a higher dose. 
But in some cases where the immunity is very low 
it requires a great deal of patience before proceeding 
to higher doses. If, then, you make it your principle 
never to proceed to a higher dose before the patient 
has easily tolerated the present one you will be on 
safe ground. Accepting this method of giving the 
doses, the following are convenient increases after 
any dose is tolerated. If you have commenced with 
0-05 ¢c.em. go on next to 0-075 c¢.cm., 0-1 ¢.cm., 
0-15 e.cem., 0-2 c.cm., 0°-3.¢.em., 0:5 ¢.em., 0-7 ¢.cem., 
and 1:0 c.cm. These increases can always be varied 
according to the sensitiveness or otherwise of the 
patient. When the dose of 1:0 c.cm. has_ been 
reached, I believe the immunity lasts for at least 
one year, and if inoculations are repeated again in 





a year’s time, it may be possible to immunise an 
originally sensitive person by giving three inoculations 
only. 

(3) With regard to the composition and method of 
preparation of a vaccine, Dr. Simey suggests that 
specimens of sputum and “ cultures ”’ (I presume he 
means swabs) from the throat and nasopharynx 
should be sent to a pre-arranged laboratory by 
a certain date. I do not believe that this is the best 
way; probably most of the more chronic post-nasal 
satarrhs are due to either a pneumococcus, micro- 
coccus catarrhalis, or streptococcus, and while there 
is great value in obtaining an autogenous vaccine for 
chronic cases, these organisms are of a lower virulence 
than those where there is pyrexia. A pneumococcus 
from a pneumonia case makes a far more potent 
vaccine than a pneumococcus from a chronic catarrh. 

If pathologists can provide us with a prophylactic 
vaccine made from acute cases and made up of two 
types of pneumococcus as well as M. catarrhalis, 
streptococcus, B.  pfeiffer, B. pneumonia, and 
B. septus, 1 believe that it will be far more effective 
as a prophylactic than if one is made up from the 
chronic cases. I do not know how far pathologists 
subculture in making up their stock vaccines; but 
it stands to reason that the less subculturing there is 
the more nearly will the organism correspond in its 
toxin to the organism growing on the 
membrane. I presume that pathologists 
always use blood in the medium when culturing 
a streptococcus; and is it possible that organisms 
grown on nasgar instead of agar make a more potent 
vaccine ? I believe vaccines keep potent more than 
four months if kept in concentrated form. 

I am, Sir, yours faithfully, 
14th. 1925. HENRY T. GILLETT. 
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APPENDICITIS : 
INITIAL SYNDROME. 
To the Editor of Tuk LANCET. 

Sir,—Can one at the beginning of the 
illness, a class of appendicitis which calls for early 
operation to anticipate the certain onset of gangrene 
and perforation ? I think so. 

The public is aware and the practitioner knows 
that there are cases of appendicitis which, coming 
on suddenly and with acute symptoms, may and do 
end in resolution under medical treatment within 
18 hours. The medical man called to attend an 
early condition which he suspects to be due to an 
acutely inflamed appendix finds himself in a very 
responsible position. He may elect to wait upon 
events and thereby incur disaster, or he may risk 
the confidence of his client by insisting upon an 
immediate operation. In this dilemma, what data 
are available to enable one to come to a conscientious 
decision ? 

In these circumstances I rely on what I have 
called the epigastric syndrome. This is a group of 
signs to be met with quite at the beginning of the 
gangrenous form of appendicitis. It is well marked 
during the first six hours and well in advance of the 
classic signs in the right iliac region. The patient 
a child or young adult most commonly—complains 
of violent pain referred to the epigastrium. There 
is usually vomiting and the knees are not drawn up. 
An abdominal examination shows marked tenderness 
localised to the left upper epigastric region, with 
cutaneous hyperesthesia within the same _ limits. 
The upper segment of the left rectus muscle is in a 
state of contraction and feels rigid to palpation. 
The right iliac region, on the contrary, betrays 
neither swelling, rigidity, tenderness, nor hyper- 
wsthesia at this stage of the process. The tempera- 
ture is often only slightly raised—#9 —100° F.—and 
mav become normal again as the syndrome passes. 
The pulse is a more reliable guide—90—120—and 
either does not decline with the fall of temperature, 
or may become progressively faster, and shows 
increasing tension. The duration of the syndrome 


recognise, 
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varies ; it is most apparent during the first six hours 
of the attack, but it may still be recognisable in part 
so long as 18 or 19 hours after the beginning of 
epigastric pain. The last element to disappear is 
the tonicity of the left rectus. 

I recently saw a case of gangrenous appendicitis in a 
boy of 12 years with a history of intense pain in the 
epigastrium together with vomiting. The temperature at 
the onset was 100° F., falling to 99 2 hours later; the 
pain was then passing off and the vomiting had ceased. 
When seen in consultation 15 hours after the commence- 
ment of the illness, there was no abdominal pain in any 
region, the temperature was normal, and the child was 
anxious to eat. He was apparently well, and that was the 
opinion of the parents. But there was still tonicity of the 
left rectus present in the upper segment, the pulse was 120, 
and there was the clear history of the rest of the syndrome. 
As yet there were absolutely no right iliac phenomena and 
no pain or tenderness in any region of the abdomen. 
Still, an immediate operation revealed an acutely inflamed 
appendix of the thickness and length of an adult index 
finger with a patch of gangrene 1 cm. from the tip. 

As regards the «etiology of the syndrome, I have 
attempted to explain elsewhere? why signs and 
symptoms referable to the greater curvature of 
the stomach should be caused by a superacute 
gangrenous form of appendicitis. 

The practical point is that the syndrome is tran- 
sient. This being so, it is important for the family 
medical adviser to observe and to recognise the 
epigastric syndrome at the beginning of an attack, 
since to my mind it is a definite warning of the 
gravity of the process, and is in itself a formal indi- 
cation for immediate operation. I would point out 
that the syndrome is almost never observed in the 
hospital wards—unless among the personnel—since 
the patient is seldom admitted early enough. But 
in general practice the syndrome can be recognised, 
and when present enables the medical attendant to 
decide definitely against temporising. 

I am, Sir, yours faithfully, 
R. M. Rowe, 
Surgeon in Charge Out-patient Dept., 


Dec. 14th, 1925. French Hospital, London, W.¢ 


AIR EMBOLISM DURING FALLOPIAN 
INFLATION. 
To the Editor of THe LANCET. 


Sir,—Air inflation of the Fallopian tubes has 
become firmly established as a means of investigating 
cases of sterility, and the chief contra-indication is any 
evidence of pelvic inflammation; apart from this the 
time of the menstrual period must be carefully avoided 
and the patient should be a suitable candidate for 
pregnancy. In a paper read before the Gynecological 
Section of the Royal Society of Medicine on March 5th, 
1925, I gave it as my opinion that air embolism must 
be regarded as one of the dangers, more particularly 
in those methods which employ high pressures such 
as 200 mm. Hg and over. At that time I had not 
seen or heard of a report of such a case; however, 
on Oct. 15th last I encountered one which fortunately 
did not terminate fatally. 

Mrs. A., aged 24, married five years, with scanty and 
irregular menstruation, came under observation for sterility. 
The usual examination and procedure showed that she had 
a small uterus, and the husband was normal. I determined 
to ascertain whether her Fallopian tubes were patent, and 
having arranged a date which fell in between periods, she 
was given glycerine plugs to be applied to the cervix on the 
two nights preceding the test. On Oct. 15th she was placed 
on the couch in the Trendelenburg position and the hollow 
dilator passed into the uterus, the bulb being attached to it. 
The <n ~ was gradually raised to 150 mm. Hg approxi- 
mately. The patient complained of some pain in the pelvis, 
but no air escaped into the peritoneum ; the pressure was 
maintained for a few seconds when she became very restless, 
throwing her head about from side to side. Her breathing 
had become difficult and she was cyanosed, but was able to 
answer when questioned. Her condition grew worse and 
she became unconscious with slow and shallow respiration ; 
the pulse could be detected at the wrist, but was weak and 

*Le Diagnostic précoce de l’Appendicite aigué °-resse 
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small. The heart sounds were heard clearly but faintly, and 
no abnormal sounds could be detected. The corneal retlex 
was lost and the limbs were completely relaxed. She 
remained in this condition for about 20 minutes and then 
slowly regained consciousness. She was admitted to hospital 
and with the aid of cardiac stimulants recovered fully and 
was discharged the next morning. 

I have no doubt that this was a case of air embolism, 
and it corresponds fairly closely with cases reported 
by K. V. Trubshaw,' R. S. Roper,? and A. Fullerton * 
after urethroscopy. I think the reason the symptoms 
were not more severe was due to the small quantity 
of air insufflated and the comparatively low 
pressure employed, and secondly to the immediate 
suspension of the inflation and withdrawal of the 
tube, thus promptly lowering the pressure and 
preventing the escape of any more air into the 
vessels. The symptoms were entirely cerebral and 
there was no indication of frothing or churning in 
the heart, therefore the air-block probably occurred 
in the capillaries of the brain. There was no history 
of fits in the patient herself nor in the family history, 
the urine was normal, and the vessel walls were healthy. 
The possibility of air embolism suggests the importance 
of air inflation being carried out at a time remote from 
the menstrual period and in the absence of uterine 
hemorrhage, and secondly it is of great importance 
that the uterine cannula should be free in the uterine 
cavity and not buried in the wall of the uterus, when 
one or other or both of the following results would 
ensue: (1) the inflation would be negative, (2) there 
would be a grave risk of producing air embolism. 

I am, Sir, yours faithfully, 
SIDNEY ForspIkE, M.D., F.R.C.S., 


Surgeon to Hospital for Women, “oho-square, W. 
Dec. 8th, 1925. 





THE TREATMENT OF 
RHEUMATIC AFFECTIONS BY INTRAVENOUS 
INJECTIONS OF SODIUM IODIDE AND 
SALICYLATE. 

To the Editor of THe LANCET. 

Srr,—For several years past I have been treating 
rheumatic and other affections by intravenous injec- 
tion. 15 gr. of (natural) sodium salicylate are boiled 
in a test-tube with 20 c.cm. of distilled water and 
15 gr. of sodium iodide are added. I use a 20 ¢.cm. 
record syringe with eccentric nozzle and a sharp 
needle of No. 17 bore. The injection may be given in 
the consulting-room and there is usually no reaction. 
Occasionally there may be a slight feeling of coldness 
after about half an hour, which passes off in a few 

minutes. I have never seen thrombosis. 

Improvement after injection is rapid and may be 
dramatic. In a case of acute sciatica within two 
minutes of the injection the patient could lift his 
thigh and walk across the room. Two days after- 
wards there was still tenderness on pressure over a 
certain place in the course of the nerve which dis- 
appeared after a second injection. On the fourth day 
the patient played a full round of golf. Some years 
ago I gave one injection to a Parsi doctor who had 
suffered from sciatica for six months; within half 
an hour the pain disappeared and never returned. 
Dr. R. S. Bernard, of Sidmouth, tells me that he has 
just cured a chronic case of sciatica of four years’ 
duration with two injections and that he is using this 
method largely for obstinate rheumatic affections. 
I am treating two cases of osteo-arthritis in this way 
at present and they are delighted with the relief 
afforded. 

I think these drugs, when given by the mouth, 
undergo changes which prevent them from acting 
in the way they do when injected intravenously. 

I am, Sir, yours faithfully, 
F. J. W. Porter, 
Major, R.A.M.C, (ret.). 

Budleigh Salterton, S. Devon, Dec. 12th, 1925. 

1 Brit. Med. Jour., 1925, i., 112. 
* THE LANCET. 1925. i., 126. 
* Ibid., p. 256. 
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GLYCOSURIA AND LIFE INSURANCE. 
To the Editor of Tur LANCET. 


S1r,—I wish to call attention to the following case. 
A healthy man, of wiry physique and clear family and 
personal history, was recently totally rejected by a 
well-known insurance company on account of alleged 
glycosuria, the urine having been tested at the office 
by boiling with a blue solution, and the remainder of 
the specimen poured down the sink. He was subse- 
quently sent to me by his own medical adviser, when 
1 estimated the sugar content of both blood and urine, 
after a meal containing a very large quantity of carbo- 
hydrate and sugar. The urine contained 0-08 per cent. 
and the blood 0-101 per cent. of sugar respectively. Not 
only, therefore, was this man not a diabetic, but his 
renal threshold and blood-sugar content being lower 
than normal, he was, if anything, a better risk in regard 
to his carbohydrate metabolism than the normal 
man. These facts were given to the company, who 
simply retorted that they intended to abide by their 
decision. The injustice of this procedure is evident, 
especially as the patient’s prospects in regard to 
assurance in another company are prejudiced by his 
having to disclose his previous rejection. 

What remedy has the man against this autocratic 
ignorance ? I should be glad to know. 

I am, Sir, yours faithfully, 
A. KNyYveEtr GorRDON, M.B. 


Bedford-square, W.C., Dec. 14th, 1925. 





LIPIODOL IN BRONCHO-PULMONARY 
DISEASE. 
To the Editor of THe LANCET. 


Sm,—The value of lipiodol in the diagnosis of 
broncho-pulmonary conditions and its possibilities 
in treatment are now being widely recognised. 
Simplification of any technique for introducing the 
oil into the bronchi is therefore of the greatest 
importance. The reports that I have read deal 
with methods involving puncture of the trachea or 
the passing of a bronchoscope, but I would point out 
that it is easily possible in the great majority of 
adult patients to introduce the lipiodol by means of 
an ordinary laryngeal syringe without inflicting upon 
them the very severe discomfort of a bronchoscope. 
I have practised this at the Royal Chest Hospital 
and found that after anzsthetising the larynx the 
patients will tolerate the introduction of lipiodol 
satisfactorily, and that by making them incline to 
one side or the other the oil can be made to run into 
both sides of the lung. It would obviously be very 
difficult, especially in this country, to persuade 
patients to accept the repeated passage of a broncho- 
scope under a local anesthetic, and there are many 
who would not tolerate it even the first time. 

I am, Sir, yours faithfully, 
A. M. ZAMORA. 
2nd, 1925. 


Devonshire -place, W., Dec. 





GLYCERINE AS A LYMPHAGOGUE. 
To the Editor of Tue LANCET. 


Str,—With reference to your report of a paper read 


by me on Puerperal Infection at the 
Obstetrics, Royal Society of Medicine (THE LANCET, 
Dec. 12th, p. 1229), the sentence ‘‘ The mixture he 
used was a 10 per cent. solution of tincture of iodine 
in glycerine, the iodine promoting the flow of lymph 
into the cavity of the uterus,” should read * The 
mixture he used was a 10 per cent. solution of tincture 
of iodine in glycerine, the iodine helping to stimulate 
uterine contractions.’””’ My whole paper was on the 
effects of producing a flow of lymph into the cavity 
by using glycerine, the iodine merely being introduced 
as a stimulant. 
I am, Sir, yours faithfully, 
Oldham, Dec, 14th, 1925. H. J. PHIuies. 


Section of 





Obituary. 


JOHN E. ESSLEMONT, 


THE death is announced at Haifa of Dr. John 
Esslemont, who was well known to the medical 
profession in many capacities, though for the last 
two or three years the state of his health had prevented 
him from practising and had necessitated his residence 
abroad, much of his life lately having been spent in 
Palestine. 

John Esslemont was born at Fairford Cults in 1873, 
and graduated with distinction in medicine at the 
University of Aberdeen. He gained the Philip 
Research Scholarship in 1898 and proceeded to post- 
graduate work at Berne and at Strassburg. On return 
to Aberdeen he became assistant to the late Prof. 
J. T. Cash, the well-known professor of materia 
medica in that university. But at that early stage his 
professional career was interfered with by his health. 
He was forced to leave Aberdeen, and for 
seven or eight years he travelled for his health, 
with intervals of practice, in Australia and South 
Africa—he was at different times resident surgeon at 
the Ararat Hospital, Victoria, Australia, and acting 
district surgeon at Kroonstad, South Africa. In 
1908 he returned to England and became medical 
superintendent at the Home Sanatorium, West 
Southbourne, Bournemouth. During the 15 years 
which he held that post he became known as an 
ardent worker for the prevention of tuberculosis, his 
published articles including contributions to THE 
LANCET upon sanatorium treatment and to other 
medical and scientific journals upon the possible 
eradication of tuberculosis. He was a strong advocate 
of the formation of garden cities for the victims of 
tuberculosis, while another subject on which he 
thought and wrote much was the institution of a State 
medical service. In the last years of his life Dr. 
Esslemont became deeply interested in a religious 
movement having its rise in Persia, and some two 
years ago he wrote a full account of the tenets of this 
cult with the result, it is understood, that in the 
United States many adherents were attracted to it. 

The medical profession has lost in Dr. Esslemont 
an interesting man, highly vagy od on many sides 
of medicine 
unusual intellectual gifts. 


M.B., Cu.B. ABERD. 
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HILDA GORDON JAMESON, 
WE regret to announce the 
Gordon Jameson at the early age of 26. Miss 
Jameson was educated at the Westbourne Council 
School, where she won a borough scholarship, after 
which she studied at Bournemouth College and later 
at the University of Birmingham. Here she took the 
degree of Bachelor of Science at a very early age and 
graduated with the M.B., Ch.B. in 1923, securing 
the gold medal in clinical surgery. She was appointed 
junior medical officer at the Birmingham City Fever 
Hospital and held appointments also at the Women’s 
Hospital, Sparkhill. She was then elected senior 
house surgeon at the Children’s Hospital, Western 
Bank, Sheffield, where her premature death occurred 
from pneumonia after a week’s illness. Miss Jameson 
had started her career so well that her death at its 
outset must be regarded as a distinct loss to the 
medica] profession, while general sympathy will be 

extended to her family. 


M.B., Cu.B. Brro. 


death of Dr. Hilda 


GEORGE PADDOCK BATE, 
F.R.C.S,. EDIN., 

Tue death of Dr. Paddock Bate, by which our 
profession has lost one of its oldest practitioners, 
occurred on Dec. Ist, on the eve of his eighty-second 
birthday, at his residence in Hackney. He was a fine 
example of a practitioner whose knowledge of hygiene 
kept abreast of the science, and who developed into 
an important sanitary authority. A student and 


M.D. 
C.B.E. 


BRUX., 
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prizeman at Westminster Hospital, he qualified over 
60 years ago as M.R.C.S. Eng., taking later the 
F.R.C.S. Edin. and the M.D. Brussels. He carried on 
a large general practice, and was also divisional surgeon 
of the J Division of the Metropolitan Police, a certi- 
fying factory surgeon, medical referee under the 
Workmen’s Compensation Act, and an examiner in 
sanitary science to the Civil Service Commissioners. 
He was appointed medical officer of health for Bethnal 
Green nearly 50 years ago, and held the appointment 
until 1919, his po-ition as a sanitary officer being 
recognised by his election to the presidency of the 
Society of Medical Officers of Health. He was an 
expert microscopist, and throughout his life spent 
much of his spare time in microscopic studies. He 
was also an expert worker with the lathe, turning in 
metal and wood, and had a real flair for the com- 
prehension of intricate machinery. His favourite 
recreation was chess, and he was one of the original 
members of the Four-handed Chess Club. He held 
his post of certifying factory surgeon for the excep- 
tionally long period of 35 years, and as far as one 
thing more than another in his useful career may be 
considered to have gained him the distinction of 
C.B.E., it was the thoroughness with which he dis- 
charged his factory work. He was also surgeon- 
lieutenant to the 5th Battalion of the Rifle Brigade. 

Dr. Bate married Elizabeth, the daughter of the 
late Mr. Thomas Farr, and one of his sons, Dr. John 
Bate, succeeded him in his practice. 





Medical 3 Hews. 


UNIVERSITY OF LoNDON.—<At examinations held 
recently the following candidates were successful :— 
TuHrp (M.B., B.S.) EXAMINATION FOR MEDICAL DEGREES. 
Honours.—Hannah Billig (a), London Sch. of Med. for Women ; 
toland H. Boggon (d), St. Thomas’s Hosp.; Margaret Du 
Boulay Evans (e) and Alice M. C. Macpherson (6), London 
Sch. of Med. for Women ; Walter R. Spurrell (6, d, University 
Medal), Guy’s Hosp.; William A. Taylor (a), London 
Hosp.; and Paul B. Wilkinson (a, d), King’s Coll. Hosp. 
(a) Distinguished in Medicine. (6) Distinguished in 
Pathology. (d) Distinguished in Surgery. 
(e) Distinguished in Midwifery. 
Pass.—Agnes L. Adam, London Sch. of Med. for Women ; 
Arthur J. Amor, Middlesex Hosp.; Roland G. Anderson, 
St. Bart.’s Hosp.; Geoffrey Anderton, St. Mary’s Hosp. ; 
Colin B. Andreae, Guy’s Hosp.; Kathleen J. Atkinson, 
King’s Coll. Hosp.; Diana J. K. Beck, London Sch. of 
Med, for Women ; Margaret A. L. Buckner and Dorothy M. 
Cam pbell-Meiklejohn, Univ. Coll. Hosp.; Enid A. Ceiriog- 
Cadle, London Sch. of Med. for Women; Florence C. 
Churcher, Univ. Coll. Hosp.; Eileen M. Clarke, Vera E. 
Claxton, Marian B. Coleman, and Dorothy Collishaw, 
London Sch. of Med. for Women; Anthony B. Cowley, 
St. Bart.’s Hosp.; Donald P. Crawford, St. Thomas’s 
Hosp. ; Reginald N. Curnow, St. Bart.’s Hosp. ;: Reginald Y. 
Dawbarn, University of Liverpool; Mostafa Dia, St. Mary’s 
Hosp. ; Ethel Downing, London Sch. of Med. for Women 
and St. Mary’s Hosp.; David M. B. Evans, Charing Cross 
Hosp.; Desmond W. G. Faris, London Hosp.; Helen E. 
Fergusson, Charing Cross Hosp.: Cyril Fernando, 
Univ. Coll. Hosp. ; Geoffrey R. Ford, Guy’s Hosp. ;: Donald 
Frost, London Hosp.; Cecil P. R. Gibson, St. Thomas’s 
Hosp. ; George S. Hale, St. Bart.’s Hosp.: Frederick J. S. 
Hall, St. Mary’s Hosp.;: Kathleen M. D. Harding, London 
Sch. of Med. for Women and St. Mary’s Hosp.; Noel G. 
Harris, St. Thomas’s Hosp.; Constance E. Harrison, 
London Hosp.; Freda K. Herbert, King’s Coll. Hosp. ; 
Margaret R. Herford, St. Mary’s Hosp.; Leslie G. Housden, 
Guy’s Hosp.; John C. Hoyle, University of Manchester ; 
Marjorie B. Hubert, London Sch. of Med. for Women and 
St. Mary’s Hosp.; Edward C. Hudson, London Hosp. ; 
Dorothea A. C. Hunt and Adéle H. Jacob, London Sch. of 
Med. for Women; Maurice E. M. Jago, Guy’s Hosp.; 
Marjorie H. James, London Sch. of Med. for Women: 
Herbert M. R. Jones, Middlesex Hosp.; Kathleen M. 
Lankester, London Sch. of Med. for Women; Herbert 
Lord, Univ. Coll. Hosp.; Catherine B. McArthur, London 
Sch. of Med. for Women; Douglas G. Martin, St. Bart.’s 
Hosp.; Cecil P. Miller, St. George’s Hosp.; Geoffrey O. 
Montgomery and Eileen 8S. Morris, Univ. Coll. Hosp. ; 
David C. Mundy, University of Birmingham; Eric FE. 
Neser, Guy’s Hosp.; Frances C. Nicklin, London Hosp. ; 
Muriel L. M. Northcote, London Sch. of Med. for Women; 
Maurice C, O’Connor, St George’s Hosp.; Milroy A. Paul, 
King’s Coll. Hosp.; Philip R. Peacock, Middlesex Hosp. : 
Marie Pedersen, London Sch. of Med. for Women ; George 
H. Pitt, Guy’s Hosp.; Thomas W. Preston, King’s Coll. 
Hosp. ; Montague D. Rawkins, St. Bart.’s Hosp. ; Dorothy 
M. Rees and Nellie H. Reynolds, King’s Coll. Hosp. ; 
Eric W. Riches, Middlesex Hosp.; William G. Roberts, 


~ 





Guy’s Hosp.; Thomas Robson, St. Thomas’s Hosp. 
William F. Roper, Guy’s Hosp.; William H. Royal, 
University of Bristol; Navroji K. Sahiar, Grant Medica 
Coll. and Univ. Coll. Hesp.; Katharine F. E. Sanders, 
King’s Coll. Hosp.; Stephen J. Scurlock, London Hosp. 
Mung Bing Seng and Cyril Shepherd, Guy’s Hosp. 
Kenneth A. Soutar, St. Thomas’s Hosp.; Joshua Stein, 
Univ. Coll. Hosp.; Ruby O. Stern, Charing Cross Hosp. ; 
Leanagé Don John Telesphor and Alan K,. Thomas, 
Univ. Coll. Hosp. ; George W. R. Thomson, St. Thomas’s 
Hosp.; Jean 8S. Thomson, London Sch. of Med, for Women ; 
William G. Thwaites, St. Themas’s Hosp.; Beatrice F. 
Turner and Bertha Turner, London Sch. of Med. for Women ; 
Neville A. A. van Buuren, Univ. Coll. Hosp. ; Edward G. L. 
Walker, St. Thomas’s Hosp.; John H. M. Walker, Univ. 
Coll. Hosp. ; Helen D. Watson, London Sch. of Med, for 
Women; Mary A. Wiles, King’s Coll. Hosp. ; and Muriel M. 
Yates, London Sch. of Med. for Women and St. Mary’s Hosp. 


The following students have passed in one of the two groups 
of subjects : 


Group I.—Roderick T. Bannister, St. Bart.’s Hosp.; John R. 
Blazé, Ceylon Medical Coll. and Univ. Coll. Hosp. ; Margaret 
H. Brown, Charing Cross Hosp. ; Dorothy Durance, London 
Sch. of Med. for Women; William Fletcher-Barrett, 
St. George’s Hosp.; Edith L. Gould, London Sch. of Med. 
for Women; Francis H. K. Green, St. Bart.’s Hosp. : 
Kempton P. Hare and Dorothy M. Howse, Univ. Coll. 
Hosp. ; Ruth T. Hurnard, London Sch. of Med. for Women : 
lorwerth H. Jones, Charing Cross Hosp.; Ambrose J. 
King, London Hosp. ; Nora M. Leesmith, St. Mary’s Hosp. ; 

Gwynedd M, E. Olive and Catherine E. Orr-Ewing, London 
Sch. of Med. for Women ; Heward L. Peake, Guy’s Hosp. ; 
John Pearce, Westminster Hesp.; Charles E. Pearsons, 
St. Bart.’s Hosp.; Elsie FE. A. Ridley, London Sch. of Med. 
for Women; Aaron G, Silver, Middlesex Hosp.; Norman 
R. Smith, St. Thomas’s Hosp.: Kenneth H. Southall, 
Univ. Coll. Hosp.: Frederick O. T. Strange, King’s Coll. 
Hosp. ; Herman Treissman, St. Bart.’s Hosp. ; Kathleen FE. 
Tresilian, London Hosp.: Reginald L. Waterfield and 
William 8S. Whimster, Guy’s Hesp.: Emily A. C. Wilson, 
Charing Cross Hesp.: and Jessie Wiltshire and Ada BR, 
Winter, Univ. Coll. 

Group I1,—Harold C. and Louis F. 
Hosp. ; Philip 8. Bell, Westminster Hosp. ; Samuel Berman 
and Eric H. J. Berry, Guy’s Hosp.; Frank A. Bevan and 
Ernest J. Blackaby, St. Bart.’s Hosp. : Margery G. Blackie, 
London Sch. of Med. for Women; Louis N. R. Comty, 
London Hosp.; Anne A. Craig and Victoria M. Crosse, 
London Sch. of Med. for Women ; Evelyn J. Curtis, King’s 
Coll. Hosp.; Gweneth M. Daniel, Westminster Hesp. ; 
David J. Davies, Middlesex Hosp.; Howell J. Davies, 
St. Mary’s Hosp.; Thomas D. Deighton, St. Bart.’s Hesp. ; 
Margaret H. Duncan, London Hesp.; Harry G. Estcourt, 
Middlesex Hosp.; William G, Evans, St. Mary’s Hosp. ; 
Duncan B. Fraser, St. Bart.’s Hosp.; Winefride M. Gibson, 
Charing Cross Hosp.; Agness H. 8S. Gray, London Sch. of 
Med. for Women; John G. Hamilton, London Hosp. : 
Helen M. Harris, London Sch. of Med. for Women: 
Frederick C. Haward and William E. Heath, St. Thomas’s 
Hosp.; Thomas R. Hill, Guy’s Hosp.; Richard C. Howard, 
St. George’s osp.; Leslie I. Hyder, King’s Coll. Hosp. : 
Amelia M. Ison, Charing Cress Hesp.; Herbert N. James, 
St. Mary’s Hosp. ; Isabel E. 8S. James, King’s Coll. Hesp. ; 
Robert O. Jones, Middlesex Hosp.; Frances M. Kenyon, 
King’s Coll. Hosp. ; Howel Lewis, Guy’s Hosp. : Reginald H. 
Little, St. Thomas’s Hesp.; James H. Macpherson, King’s 
Coll. Hosp. ; Joan G. Malleson, Charing Cross Hosp. ; John 
P. Monkhouse, St. Mary’s Hosp. : Mary A. Monro, London 
Sch. of Med. for Women ; Margaret I. Neal, London Hosp. : 
John O. Oliver, St. Thomas’s Hosp.; Stephen M. Power 
London Hosp.; Janet McL. Robertson and Constance G. 
Sloan, St. Mary’s Hosp. ; John S. Symons, London Hesp. ; 
Josephine I. Terry, St. Mary’s Hosp.; Janet Welch, 
London Sch. of Med. for Women; and John C. Young, 
Guy’s Hosp. 


Beccle, Guy's 


t0YAL COLLEGE OF SURGEONS OF ENGLAND.—An 
ordinary meeting of the Council of the College was held on 


Dec. 10th, Sir John Bland-Sutton, the President, being 
in the chair. Mr. Charles Herbert Fagge (Guy’s Hospital) 
was re-elected, and Mr. Russell John Howard (London 
Hospital) was elected a member of the Court of Examiners 
in Surgery..-With reference to the resolution carried at the 
annual meeting of the Fellows and Members, the following 
reply was adopted: ‘‘ The Council has fully and earnestly 
considered afresh, at ordinary meetings and at a specially 
convened meeting, the question of the direct representation 
of Members on the Council, and has arrived at the following 
decision. In view of the urgent need for greater facilities for 
carrying on the examination work of the College, the Council 
proposes to proceed with the application for a Supplemental 
Charter to effect some modifications of the existing arrange- 
ments and at the same time to remove inequalities in the 
status of men and women holding the Diplomas of the 
College. The Council has confined this proposed Supple- 
mental Charter to points which it believes could not reason- 
ably be regarded as controversial, and is not prepared to 
apply in this Charter for an alteration in the constitution 
of the Council of the College, having regard to the difference 
of opinion prevailing on that question.’’—Diplomas of Fellow 
were conferred upon 33 candidates as the result of the 
examination held from Nov. 19th to Dec. 3rd, for which 
105 candidates presented themselves. Thirty-six were 
successful at the examination, but three—H. Burt-White 
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. Bart. ’s), N . B. V. Eckhoff (Guy’s), and A. C. Maconie Margaret Hill, Frances E, O’Connor, Ahmed A. Shafik, 
. Bart.’s) a having attained the requisite age are not Harris Tomkin. 
ntitled to receive the diploma. The following are the Midwifery (B.A.0.).—*Henry O. Clerke, *Robert E. Hadden, 
ames and medical schools of the successful candidates : Pies Pas AGilbert. .% + cs Me Th eae 
John B. Barnett, Birmingham and St. Mary’s; Martin B. S. Holme s-levers, Thc a. J Ww Ke ow —_— a - o ati = a 
Button, London ; George H. Caiger, Cambridge and St. Desmond Ble witt, Roy K. Carson Arthur R. Gr ian 
Bart.’s; Jivan D. Dhruv, Bombay and St. Thomas’s ; Cc. T. Sanctuary, Edward H. Hart George E be i “ 
Charles Donald, Aberdeen and London ; Hugh Donovan, James F, MacMahon, Margaret a ine Ere 8 ca ary 
Birmingham; Keith M. K. Duff, Guy’s; Norman LI. Gouws, Silver Margaret E. Deane “Olive r “Rich: dT ‘?. 
Edwards, Manchester and St. Bart.’s; John D. Grierson, Tweedy, Annette K. Wo d-Martin, The imas F MW eds, 
Edinburgh and London; Frank W. Harlow, Durham : Victor G. Horan Andre w kK. A. 0’ Byrne, Gecrge WH 
Francis J. Jauch, Middlesex and London ; Norman A. Jory, Townsend, Cicero G. Nel, Arthur N. B. Odbert Er at H. 
*. ae BS yt R. } eng bn ee ~ om = a Nn; Hall, Myer He Sd, Isabella K. M‘Neilly Edward WwW. 
Andrew . McAllister, ing’s oll. 5 Wic E,. Mackay, tinghe Ge y iriffi eer “Orc 
Melbourne and London; Norman 8. Macphersen, St. we oy Pn A eR. y hay TORS : ma 
Thomas’s; Leslie Morris, Manchester and St. Bart.’ ; M‘Cauley, Mabel E. Brittain, Kathleen R. Byrne, James G. 
John A, Panton, Mancheste -_~ Guy’s; Reginald T. Payne, M‘Dowell, Donal B. O’Sullivan- Beare J lone iB.s enn * a 
St. Bart.’s ;| Andrew McK. Reid, Liverpool and London : Large ; and Robert C. U. Warrington. — one 
Owen W. Roberts, King’s Coll.: Clifford H. C. Searby, F nt Maen eax Een cain 
Melbourne and London; George 8. Sinnatamby, Ceylon . lg arta 
and St. Bart.’s; Archibald G, Smith, Glasgow and Middle- , FINAL DENTAL EXAMINATION, 
sex; Francis A. R. Stammers, Birmingham ; Edward P. Dental Surgery and Pathology ; Dental Mechanics and 
Stibbe, Charing Cross: James W. T. Thomas, Cardiff and Metallurgy ; Orthodontics.—William G. Martin, Frederic D. 
Middlesex : Trevor M. Thomas, Cambridge and St. Bart.’s : Matthews, George A, Cowan, Robert H. McKeag, and 
Gey L. Thompeoe, Combeidge and London; Basil M. Maurice C, Cowan. 
Tracey, St. Bart.’s; Alfred S. H. Walford, Cambridge and TNIVERSITY > er ORT : > J; T . : 
St. Thomas’s; Hugh A. B. Whitelocke, Oxford and ‘King’s . Univ ERSITY ol OXFORD : Radcliffe 1 ravelling 
Coll. ; and Charles Paul Wilson, Middlesex. Fellowship, 1926.—An examination for a Fellowship of the 
annual value of £300, and tenable for two years, will begin 
‘ : : : : . ; on Feb. 16th, 1926. The examination will occupy four days 
70 candidates who have passed the requisite examinations Papers will be set in physiolocy. patholocvy. : wl nae ete 
and have complied with the by-laws. The following are the nde. or » and a “ 1 yee a} - “= o6) "fo _nta areas 
names and schools of the successful candidates : There will, es te & ponctlonl ped tt cet in watt pee 
. : : ‘ ‘Sea : oe x . é é € é ‘Ne é i wlog 
©. alton, Landon: Fy ty Anthony, tera Rental, $B. | Candidates must have passed all the examinations required 
Royal Dental ; Doreen E. Bath, Royal Dental; A. E, J. by the t niversity for the degree of Bachelor of Arts and for 
Berry, Manchester; C. B. Boyd, Guy’s; J. M. W. Boyd, the degree of Bachelor of Medicine. They must not have 
saveepees ; ‘, N. Bragg, toyal Dental; L. J. Brown, exceeded four years from the time of passing the last 
Guy's; J. M. Bruce, Royal Dental: W. s: Carey, Bristol ; | examination required for the degree of Bachelor of Medicine. 
. s. Clarence, Guy's +. D- L. Collier, qu: Coll. ; L. C. | The successful candidate must ‘Salons election ia that 
Raval Dental, Ey FS. Dodd. Guy's” 0, Be Eanom, "Unie: | he tntende to devote himself during the, period of his tenure 
Coll.; J. C. A. Edmonds, Royal Dental; C. H. Edney, | Of the Fellowship to the study of medical science and to 
H. Falk, M. Farwell, and’ G. C. Ferguson, Gays; a. a | dates — pm a — to that study. Intending candi- 
Flitcroft, Manchester; W. C. G, Ford, R. D, G. Gain, and dates should send their names, addresses, qualifications, 
P. Gerrard, Guy’s; Florence A. Hagen, U niv. ¢ = &c., to the Regius Professor of Medicine, University Museum, 
FE. A. Haigh, Manchester; R. H. Haneeck, Guy’s; F. on or before Feb, 3rd. sive 
Hatherill, Royal Dental: H. Hazell, Bristol ; L. de P a 
He y= London ; _D. R. House, Bristol ; J. KE. Inman, OLpd EpsomiAn CLUB.—The annual meeting was 
toya __ » R. Irish, Guy’s; L. C. Isbill, Royal Id s » Teoncadon = - : > 
De ntal i. A. Johnson, Birmingham: R. R. Jonas. London : - id at ow _ ade ro Re taurant on Di c. 10th, followed by 
H. Taaty and Mary M. Kelham, Royal Dental; H. D: we annual dinner. The routine business of the meeting 
oudrick and J. W. Kingston, Guy’s; Elsie E. Lennane, showed that the club was in a flourishing condition, over 
Royal Dental ; J. Levi, Univ. Coll. ; R. C. Lillicrap, Guy’s ; | 50 new members having joined during the past year. The 
* J. Lord and W. Martland, Royal Dental: W. 1. Matthews, | dinner was attended by nearly 100 members, and a most 
Liverpool; H. Metcalfe, Manchester; H. Middleburgh, | pleasant evening resulted. Amongst the guest present were 
London; V. R. Morgan, Birmingham; E. A. Mess and | Sir Humphry Rolleston and Mr. Bernard Lamb, secretary 
We ton Univ = ee | Phillipe. _ De rong of Epsom College. During the dinner a presentation was 
Place, London; A. W. Y. Price and T. L. pve Ad Royai | Made to Mr, S. Maynard Smith of a George II. cream jug, 
Dental; R. E. Rix, Guy’s; F. D. Robinson, Liverpool ; | im recognition of his services as hon. secretary of the club 
es ‘Rowland- Hill, Guy’s;: R. B. Samolsky and G. M.| during the years 1919-24, during which time the club 
Sanderson, Royal Dental; A. Schultz, London: B. M. | was entirely reconstituted. 
Shaffner and J. F. R. Sheahan, London; F. W. M. Siems, - = 
Royal Dental; H. 8. Smyth, Univ. Coll.; P.M. Taleyar- Nortu-East LonpoN Post-GRADUATE COLLEGE.— 
khan, Royal Dental; A. W. Thorne, Bristol; J. D. J. Visser | This college 
and C, M. White, Guy’s; G. C. L. Wildsmith, Royal Dental ; 
S. Wood, Manchester; and E. C. Woodhead, Guy’s. 


and 


Licences in Dental Surgery were also conferred upon 


is holding a special post- er raduate course at 
the Prince of Wales’s General Hospital, N., from Jan. 11th 
to Jan. 23rd. This will consist of de seb aah of present- 
UNIVERSITY OF DvuBLIN, ScHooL oF Puysi¢ ’ Fy ager ae Phage a * — a ae Pose we itn a. 
TRINITY COLLEGE.—At examinations held recently the parses from 2 ay 348 P. 1 poteed gem sh dy poe p Hines, 
following were the successful candidates : operations, &c., in the various general and special depart- 
FINAL MEDICAL EXAMINATION. ments of the hospital from 2.30 P.M. onwards, and a clinical 
Part II., Medicine (M.B.).—*Charles R. Boland, *Seymeur F, | lecture each day from 4,30 to 5.30 P.M. These lectures, 
Heatley, * James W. Bowden, *Ernest FE. Satchwell, | which are free to members of the Fellowship of Medicine 
Robert L. Forsyth, Ransome M. Allardyce, Derek St. Clair | as well as to members of the college, will be given by Dr 
Mackenzie, Henry J. Roche, Arthur B. Brooks, R ic hard G. Rate Danita ‘ pnt 1 . Son Maes P 
Keays, John H. M‘Lean, Denis J. Cussen Potert VW. Eric Pritchard, Prof. Hugh MacLean, Dr. Frederic Thomson, 
Franklin, James C. C. Boyle, Aileen Fair, George a Miller. Dr. P. Manson-Bahr, Dr. F. G. Crookshank, Mr. i? # 
Wilfred ‘Sinclair, William J. A. M‘Mahon, Frances E. | Carson, Dr. C. E. Sundell, Mr. A. E. Giles, Dr, L. R. Yealland, 
O'Connor, Mary C. Livingston, Charles KE. M‘Causland, and Mr. W. E. Tanner. On the two Saturday mornings 
Cicero G. Nel, Launcelot W, R. Haskins, William G. S. | there will be demonstrations of illustrative cases at the 
Maxwell, Mabel E. Brittain, Gideon J. Jcubert, Derethy A. ] 1.0.0, Mental Hospital, New Southgate, N., and at the 
M‘Entire, Grace J. Rankin. Barend P. Pienaar, Welsey C. | North-Eastern Fever Hospital. St. Ann’ a i. . -ctivel 
Sloan, William R. G. Gallagher, Howard St. George M'Kenny, | * he : ; ox. gggpes Fg pgletta ren benaiggeetnytag: 
William J. Van Zijl, William Magowan, Mary 8. Miller, | 4 Syllabus of the course, with full particulars, may be 
William Russell, Elspeth V. D. Hewat, William G. Maule, | Obtained from the Secretary of the Fellowship of Medicine, 
Philip Coleman, Margaret W. Pike, Norah FE. Fenton, | at 1, Wimpole-street, W. 1, or from the Dean of the College. 
Margaret E. Pedlow, Henrietta Armstreng, Jane D. Fulton, a " > ‘ 
John Johnston, Patrick Wallace, and Charles H. Wilson. FELLOWSHIP OF MEDICINE AND Post-GRADUATE 
Surgery (B.Ch.).—*William B. Roantree, *James E, M‘Cauley, | MEDICAL ASSOCIATION.—Several courses have been arranged 
*Maiben A. W. Roberts, Philip B. Hobinecn, James W.| under the auspices of the Fellowship of Medicine for 
tt a - Pe toy hk ap os ~ ~ conn” — . January, 1926, including an intensive course in general 
is 7 a0 4. STOKES, am , - a t James J. sdicine. surcer slinics ‘ y ¢ > snpeciz ‘part - 
Cusack, Gladys M. A. Colquhoun, Elias Rakeff, Ale xande rb. | dicta ha ne pg ctimicas o~ Re Dg ser = - o — 
M‘lean, Harry Nelson, Angel V. B. Crawferd, Henry M. ments from van. 11th to 23rd at the Prince of Wales's 
Nevin, George A. Walmsley, Robert A. J. Helmes-levers, General Hospital. From Jan. 4th throughout the month 
Francis H. M‘Kenna, John St. Clair, Wilfred Sinclair, | 4 series of lecture-demonstrations on Tuesdays and Saturdays 
William R. G. Gallagher, Kathleen M. Ball, Carel R. J. | at 11 A.M. will be given at the Bethlem Royal Hospital on 
an Nagas, thoes mereens. Foggy Foamy —— —— 2. psychological medicine. On the same date at the West 
igton, James ° ° eyie een air, lip ° < its re wi “gin £ se Se] ur , 
Palmer, Margaret E. Pediow, William J. Van Ziil, Cecil H. | Pd Hospital there will begin @ month s courte in neurology, 
Keller, Daniel J. Roux, Denis J. Cussen, Francis V. Duke including lectures and demonstrations of selected cases, at 
Charles E. M‘Causland. Jane D. Fulton, Elspeth v. p)| 5PM. The North-Eastern Hospital will hold a three weeks’ 
Hewat, Dorothy A. M‘Entire: Christopher Lord-Flood, | course in infectious fevers on Wednesdays at 2.30 Pat. and 
Barend P. Pienaar, Patrick Wallace, William H. Coen, | Saturdays at 11 A.M. <A course in diseases of children will 
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take place at the Queen’s Hospital from Jan. 18th to 30th. 
Classes will be held from 10 A.M. throughout the day in the 
various departments. At the National Hospital for Diseases 
of the Heart a whole-day course will take place from 
Jan. 18th to 30th. It is intended to hold special demon- 
strations in clinical surgery weekly throughout the year, 
and those arranged for next month are: Jan. llth, 5 P.M., 
Mr. J. P. Lockhart-Mummery at St. Mark’s Hospital ; 19th, 
2 p.M., Mr. H. S. Souttar at the London Hospital; and the 
27th, 2 p.M., Mr. Rock Carling at the Westminster Hospital. 
Subsequent announcements of these will appear in the 
Medical Diary. The Fellowship of Medicine has arranged 
a further series of lectures from January to March on general 
subjects of interest. The em lecture will be given by 
Dr. Herbert Spencer on Abdominal Palpations in Pregnancy 
(with lantern demonstration), on Jan, 21st, at 5 P.M., in the 
Hall of the Medical Society of London. <A copy of each 
syllabus and of the Fellowship General Course Programme 
may be obtained on application to the Secretary of the 
Fellowship, 1, Wimpole-street, London, W. 1. 


Lonpon HospitraLt.—At a meeting of the Court of 
Governors held last week Lord Knutsford announced that 
an anonymous donor had given £50,000 for research work 
at the hospital. The Queen has consented to succeed 
Queen Alexandra as President of the Hospital. 

SocreETY FOR THE StupY oF INEBRIETY.—A 
meeting will be held in the rooms of the Medical Society of 
London, 11, Chandos-street, Cavendish-square, London, W., 
on Jan. 12th, 1926, at 4 P.M., when Dr. F. S. D. Hogg will 
open a discussion on Legislative Measures for the Control 
of Alcohol and Drug Addicts. 

RoyAL SANITARY INstTITUTE.—This institute will 
celebrate its jubilee by holding an imperial congress in London 
from July 5th to 10th, 1926, over which Mr. Neville Chamber- 
lain will preside. The opening meeting will be held in the 
Guildhall. Among those who will preside over the various 
sections and conferences into which the work of the 
congress will be divided are Sir William Pryke, Sir George 
Newman, Sir Charles Ruthen, Sir William Hardy, F.R.S., 
Sir Charles Wakefield, Sir William J. Collins, Mr. W. Phene 
Neal, Mr. G. W. Humphreys, and Dr. G. F. Buchan. 


PropLe’s LEAGUE OF HEALTH. — The lecture 
programme for 1926 is now arranged and lectures will 
begin at the end of January next. Among those taking 
part in the courses are Sir Frederick Mott, F.R.S., Sir 
Maurice Craig, Sir Robert Armstrong-Jones, Dr. Bernard 
Hart, Dr. A. F. Tredgold, Dr. T. Beaton, Dr. R. H. Cole, Dr. 
W. A. Potts, Dr. Leonard Hill, F.R.S., Prof. R. H. A. 
Plimmer, Prof. E. Mellanby, Dr. M. J. Rowlands, Sir Henry 
Gauvain, Dr. P. C. Varrier-Jones, and Dr. F. E. Wynne. 
Lectures will be delivered at the house of the Medical 
Society of London, Chandos-street, W. 1, and at the 
Regent-street Polytechnic, London. Further particulars 
can be obtained from Miss Olga Nethersole at 12, Stratford- 
place, London, W. 


Ross InsTiruTE AND HOSPITAL FOR TROPICAL 
DISEASES, Putney Heath.—Sir Ronald Ross, Director-in- 
Chief of the Institute, sailed last week on the s.s. Yorkshire 
for Ceylon to set in motion a scheme which should, with the 
codperation of all plantation companies, drive malaria out 
of the island. In certain parts of Malaya, Southern India, 
and Assam, groups of plantation companies are already 
dealing effectively with the cleansing of small areas, Sir 
Ronald Ross’s intention is to deal with Ceylon as a whole, 
grouping plantation companies geographically, each group 
to be dealt with by a president malarial expert, who will 
carry out control measures adapted to the conditions 
peculiar of the particular locality, reporting from time to 
time to a central committee the progress made and difficulties 
encountered. Every facility will be given to individuals to 
take part in the campaign. 


Mepico-Lea@aL Society.—The annual dinner of 
this society, held at the Holborn Restaurant on Dec. 11th, 
was well attended, professional women being present for the 
first time. Earl Russell, a past president of the society, 
took the chair in the absence of Lord Justice Atkin through 
illness. Lord Riddell proposed ‘‘ Medicine and the Law,” 
to which Sir StClair Thomson and Mr. T. R. Hughes, K.C., 
responded. Both foreshadowed a closer understanding 
between doctors and lawyers. Sir Ernley Blackwell, in 
proposing the ‘* Medico-Legal Society,” illustrated the 
mercifulness of the law by the fact that in a single year 
75,000 convicted persons were set at liberty without punish- 
ment. Lord Russell, in reply, said that it was hoped in the 
next year or two to advance the scheme of a medico-legal 
institute for London, with laboratories and museum, the 
investigating side to be under the control of the Home Office, 
the teaching side to be associated with London University. 
Sir Bernard Spilsbury ‘proposed ‘Our Guests,” to which 
Dr. Vincent Dickinson and Sir A. W. Renton replied. 





Lord Cave has been appointed a trustee of th: 
Beit Memorial Fellowships for Medical Research. 


THe Board of Governors of St. Mary’s Hospital, 
London, have unanimously elected the Earl of Balfour t, 
the office of President of the hospital. 


LEEDS MEDICAL CHARITIES APPEAL. —The result: 
of the appeal made in 1923 by Sir Edwin Airey, then Lo: 
Mayor, has now been published. £90,327 was subscribed 
all classes of the community contributing, and the mon 
has been allocated as follows: the General Infirmary, 
£63,889 ; the Hospital for Women and Children, £10,003 ; 
the Public Dispensary, £9,935 ; and the Maternity Hospita! 
£6500. The first object of the appeal was to wipe off th: 
hospital debts. This has been done, and the institution 
receive also a valuable addition to their funds. 


British Lecion: British Serbian Units Branch.— 
The annual dinner of this branch was held on Dec. 11th, 
Sir James Purves-Stewart, the President, being in the chair. 
Those present included Sir James Berry and Lady Berry. 
Dr. Alice Hutchison, Prof. Louise McIlroy, Lieut.-Colone! 
J. Johnston Abraham, Sir William Simpson, and Miss 
Flora Sandes, and all civil and military units were repre- 
sented. Dr. Hutchison proposed the toast of the British 
Serbian Units Branch, Mr. C. R. Cooke-Taylor, chairman 
of the committee, replying. Miss Nina Boyle proposed the 
guests, Mr. Diouritch, minister plenipotentiary of the Serbs, 
Croats, and Slovenes in London, in reply, said that Serbia, 
like Great Britain, now wanted to forget the war and to 
live in peace. Bishop Keating and Sir William Simpson also 
responded for the guests. The health of the President was 
proposed by Prof. McIlroy and Sir James Purves-Stewart 
briefly replied. 


DONATIONS AND BeqQuests.—Mr. Henry Franc, 
of Fielden Park, West Didsbury, left £1000 each to the 
Manchester Royal Infirmary, to Ancoats Hospital and 
Dispensary, to St. Dunstan’s Hostel for the Blind ; £500 
each to the Salford Royal Hospital, St. Mary’s Hospital, 
Manchester, the Royal Manchester Children’s Hospital, and 
the Manchester Victoria Memorial Jewish Hospital.—Mrs. 
Eleanor Emma de Wael, of Grange-gardens, ot trac 
left £1000 to the London Hospital for naming a bed in 
perpetuity in memory of her son, Cecil Hubert.—Mr. James 
Shorrock, of The Beeches, Bowdon, Cheshire, left £2000 to 
the Manchester Royal Infirmary; £2000 to St. Mary’s 
Hospital, Manchester; £1000 to the Altrincham Provident 
Dispensary and Hospital. His wife having predeceased 
him, a sum of £100,000 is to be divided between certain 
people and institutions, including the Manchester Royal 
Infirmary, the Altrincham Dispensary and Hospital, and 
St. Mary’s Hospital, Manchester.—At a Court of Governors 
of the London Hospital on Dec. 9th, Lord Knutsford 
announced the receipt of a gift for research work of £50,000, 
from a donor who refused to permit his name to be men- 
tioned. The donor has nominated a gentleman to represent 
him on a committee of three or four to decide how the 
money should be utilised. 








Parliamentary Intelligence. 


NOTES 


ON CURRENT 
Smoke Nuisances. 
On Thursday, Dec. 10th, Dr. SALTER introduced a Bill to 


amend the law relating to smoke nuisances and noxious 
and offensive gases, 


TOPICS. 


Vivisection. 

On Tuesday, Dec. 15th, Lieut.-Commander KENworTHY 
presented a petition from 2567 persons resident in Torquay 
praying that the practice of vivisection might be dis- 
continued. 


HOUSE OF COMMONS. 


WEDNESDAY, DEc. 9TH. 
Ill-health in the Navy. 

Sir WALTER DE FRECE asked the First Lord off the 
Admiralty how many men had been discharged from the 
navy for ill-health in each of the last three years, including 
1925 ; in how many cases these men had claimed that their 
disability was due to service; in how many cases these 
claims had been admitted and in how many rejected ; and 
whether, in any case, the said applicants had had the right 
of appeal.—Mr. DAvipson (Parliamentary Secretary to the 
Admiralty) replied : The numbers invalided in the three 
years in question are :—1923, 1474; 1924, 1330; 1925 
(from Jan. Ist to Nov. 30th), 1335. Any man inyalided from 
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the navy has the right of appeal to the Board of Admiralty, 
under whose directions the naval medical authorities would 
give his case careful and sympathetic consideration. As 
regards an appeal to any medical tribunal beyond the 
Admiralty, I would refer my hon. friend to the — 
replies already given in this House on the subject—e.g., on 
April Ist, Fe +b. 16th, and Dec. 15th last. I regret that the 
information asked for in the = -mainder of the question 
cannot be given without a detailed examination of the 
documents of over 4000 cases, for which no margin of staff 
is available. 
Iil-health in the Army. 


Sir WALTER DE FRECE asked the Secretary of State for 
War how many men had been discharged from the army 
in each of the last three years, including 1925, for ill-health ; 
in how many of these cases the men had claimed that their 
disability was due to service; in how many cases these 
claims had been admitted and in how many rejected ; and 
whether, in any case, the said applicants had had the right 
to appeal and, if so, to whom.—Captain D. KING replied : 
The number of men invalided from the army in each of the 
last three years ending on Sept. 30th have been 2920, 2673, 
and 2606 respectively. No statistics are available showing 
in how many of these cases the men claimed that their 
disability was attributable to service, but the number of 
cases in which disability was accepted as due to service were 
373, 419, and 347 respectively. Applicants have no right of 
appeal against the decision of the Chelsea Commissioners, 
The Chelsea Commissioners are an independent body, who 
adjudicate upon the soldier’s claim, and are not subject to 
the control of any Government department in administering 
the pension regulations. 


Use of Toxoid in Schools, 

Mr. LINDLEY asked the Minister of Health the names of 
the schools referred to on pages 57-60 of his report for 1924 ; 
whether toxoid was used at the B school as well as at the 
A school; whether the consent of the parents was obtained 
at the A school as well as at the B school; and where the 
toxoid was manufactured.—Mr. N. CHAMBERLAIN replied : 
The report referred to is the Report of the Chief Medical 
Officer of the Ministry. As regards the first and last parts 
of the question, I think it is undesirable in the public interest 
to state the names of these schools or of the laboratory 
where the toxoid was manufactured. The answer to the 
second and third parts of the question is in the affirmative. 


THURSDAY, Dec, 10TH, 
Institutional Treatment of Pension Patients. 

Mr. DuckworTH asked the Minister of Pensions the 
number of men who had been in continuous institutional 
treatment by his department since the war; and whether, 
with a view to possible speedier recovery, there was any 
transfer of such patients from one institution to another.— 
Major G. C. TRYON replied: I regret that I have no record 
of the number of cases which have been in receipt of con- 
tinuous institutional treatment since their discharge from 
service. With regard to the latter part of the question, I 
may say that all cases in receipt of hospital treatment are 
subject to periodic inspection and report, and that special 
attention is given to those cases which have been for a 
prolonged period in receipt of this form of treatment, with 
a view to considering whether any other form of treatment 
or institution is more suitable to their condition. 


Panel Doctors and Pension Patients. 

Mr. Pretov asked the Minister of Pensions whether he 
was aware that the Ministry were referring disabled men for 
treatment to the panel doctor but, in some cases, refusing 
the recommendation of that panel doctor so far as the 
payment of treatment allowances was concerned; and 
whether he would see that due regard was paid by the 
Ministry to the treatment prescribed by the panel doctor 
in so far as it affected the treatment allowances regulations. 
—Major G. C. Tryon replied: L would remind my hon, 
friend that the conditions governing the grant of allowances 
under Article 6 of the Royal Warrant are not identical with 
those which determine certification for the purposes of 
health insurance, with which the insurance practitioner is 
concerned. For the purpose of the former allowances, 
certification by a medical officer of the Ministry is required 
under the terms of the Warrant. At the same time, any 
information which may be supplied by a panel doctor with 
regard to one of his pensioner patients is always taken into 
careful consideration in connexion with any certificate 
required to be given by an officer of the Ministry. 


Reconsideration of Final Awards. 

Mr. Prevov asked the Minister of Pensions the number 
of cases that had been recommended by local Ministry 
doctors for reconsideration by the correction of errors board ; 
and the total number of such cases that had resulted in the 
final award being increased.—Major G,. C, TRYON replied : 
I am unable to furnish statistics on the lines specified by 





my hon. friend. But I may say that up to Nov 
2550 cases had been dealt with by the 
of these cases a further grant had 
remaining cases considered it had 
local medical advice or otherwise, 
for disturbing the final award. 


. 21st last 
Ministry. In 1402 
been made. In the 
been found, either on 
that there was no ground 


Area Deputy Medical Commissioners. 
Mr. MONTAGUE asked the Minister of Pensions what was 
the number of medical officers holding the appointment 
of area deputy commissioner of medical services, and what 
was the average number of square miles in each area outside 
the Metropolis; and whether any deputy commissioner 
of medical services was responsible for more than one area 
as originally constituted under the War Pensions Act, 1921. 
Major G, C. TRYON replied : The number of area deputy 
commissioners of medical services is 57, of whom five are 
stationed in the metropolitan areas. The square mileage 
of the districts covered by these medical officers is irrelevant 
to the question of their proper distribution which is made 
and, where necessary, varied in accordance with the distribu- 
tion and needs of the ex-Service population. In the 
densely populated districts, where the work is 
the deputy commissioners are provided with 
who number 30 in all. The reply to the last 
question is in the affirmative. 


Mental Institutions, 
Mr. GiBBINs asked the Minister of Pensions what pro- 
portion of the : 


26,000 in receipt of treatment with allowances 
were inmates of mental institutions ; what was the number 
of chronic cases which had been more or less under treatment 
since discharge ; and whether, particularly in the case of 
neurasthenics, he would consider the possibility of awarding 
a good life pension, and release the men from treatment. 

Major G, C. TRYON replied: About 6600 of the total 
number of cases under treatment are inmates of mental 
institutions. Apart from this class of there are a 
substantial number of men who have received prolonged 
periods of treatment since their discharge. Many of them 

e.g., those suffering from paraplegia or severe cases of 
wound and injury—require constant medical attention and 
skilled nursing. Others, although happily not in this con- 
dition, are, in accordance with medical advice, receiving 
prolonged institutional treatment and care, combined, where 
possible, with occupation. It is not the intention of the 
Ministry that cases should indefinitely or unnecessarily 
remain in an institution, and where it is considered by my 
medical advisers that any case can more suitably be dealt 
with by discharge from institutional care, with an appro- 
priate rate of pension, this course is adopt -d. 
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Lead Poisoning Among Pasters. 

Mr. ROBINSON asked the Home Secretary how many 
cases of lead poisoning occurred among pasters engaged in 
the manufacture or repair of electric accumulators in the 
years 1921, 1922, 1923, and 1924 respectively ; and whether 
any cases had been reported since the new code of regulations 
came into force on March Ist, 1925.—Sir WILLIAM JoyNsoN- 
Hicks replied : There were 5 such cases reported in 1921, 
11 in 1922, 44 in 1923, and 42 in 1924. Since March Ist 
last there have only been 15 cases among pasters. The 
new regulations cannot be expected to have their full effect 
for a considerable time, but they appear to have alre ady 
caused a substantial reduction in the number of cases, 


Cases of Chemical Poisoning. 

Mr. ROBINSON asked the Home Secretary how many cases 
of poisoning by carbon bisulphide, aniline poisoning, and 
chronic benzene poisoning had been reported since Feb. Ist, 
1925; and what special steps were being taken by his 
department to diminish the risk of chemical poisoning.— 
Sir WILLIAM JOYNSON-HICKs replied : Two cases of carbon 
ee and 30 cases of aniline poisoning have been 

reported, but no case of chronic benzene poisoning. Special 
steps are taken to diminish the risk by following up each 
case, and generally by the enforcement of the special pre- 
cautions required by the Chemical Works Regulations of 
1922. The whole subje ct is receiving special attention from 
the len inspectors. 


Medical Students and the Special Constabulary. 


Mr. Scurrk asked the Home Secretary 
aware that at a recent meeting of the medical students of 
London Hospital the dean of the students’ guild stated 
that he had received a request from the Home Office that 
he should take steps to enrol the students of the hospital 
into a special branch of the special constabulary ; that this 
action was taken in view of the possibility of industrial 
trouble in the spring; and that similar requests had been 
made to the deans of guild at St. Bartholomew's and Guy’s 
Hospitals ; and whether such request had been made by 
the Home Office, and the reason for the action.—Sir WILLIAM 
JOYNSON-HiIcKs replied: I have not made any request 
such as the hon. Member suggests. The Commander of the 
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Headquarters Central Division of the Metropolitan Special 
Constabulary addressed an ordinary recruiting meeting of 
the students at the London Hospital last month, but I am 
informed that no statements as suggested in the question 
were made either by the commander or by the dean who 
introduced him to the meeting. 


Epidemics and Closing of Schools. 

Sir HuGH Lvucas-Tooru asked the President of the Board 
of Education under what authority a county medical 
officer had the power to override the decision of the managers 
of a school, in a district infected with an epidemic, temporarily 
to close the school.—Lord E. PERcy replied : I assume that 
my hon. friend is referring to public elementary schools. I 
am advised that Section 29 (1) and Section 29 (2) (a) of the 
Education Act, 1921, enable the local education authority 
to give directions to the managers of a school as to the days 
on which the school is to be open. On the question of closure 
on medical grounds, the authority would act, of course, 
upon the advice or with the approval of their medical 
officer. My hon. friend will find some useful information 
on the subject in the memorandum on closure of, and 
exclusion from school, issued jointly by the Ministry of 
Health and my department. 


The Use of Luminal. 

Mr. ScurR asked the Minister of Health what steps, if 
any, were taken by his department to draw the attention 
of the medical profession to the dangers arising from the use 
of the drug luminal, especially as, when used for the treat- 
ment of epilepsy, serious danger arose unless the treatment 
was continued although the epilepsy was cured.—Mr. N, 
CHAMBERLAIN replied: I am advised that the effects of 
the drug have been very fully discussed in the medical 
press, and in view of the amount of attention which it has 
received it seems justifiable to assume that those doctors 
who use it are well aware of its action and possible risks. 

Diphtheria Mortality in West Bromwich. 

Mr. ROBERT RICHARDSON asked the Minister of Health 
why no reference was made, in the annual reports of the 
Chief Medical Officer of the Ministry of Health forthe years 
1922 and 1923, to the exceptionally high mortality and 
fatality from diphtheria which occurred in the county 
borough of West Bromwich in the years in question ; whether 
any inquiry was made by his department in regard thereto 
and, if so, what special causes led to this exceptional incidence 
of the disease in this locality ; how many of the cases were 
treated in hospital and how many proved fatal ; and in how 
many of the cases treated in hospital was antitoxin adminis- 
tered and how many of such cases proved fatal.—Mr. N. 
CHAMBERLAIN replied: It is the fact that the mortality 
from diphtheria in West Bromwich was exceptionally high 
in 1922 and 1923, but the incidence was fairly constant 
throughout those years, and the occurrence presented no 
feature necessitating any special inquiry by my department 
or reference to the matter in the annual report of the Chief 
Medical Officer. The high incidence and fatality in 1922 
were attributed by the medical officer of health to the fact 
that in the majority of cases medical assistance was not 
sought until the third or fourth day of the disease, and 
there was consequent delay in administering antitoxin. 
As regards 1923, the medical officer of health reported that 
more prompt recourse to medical assistance, which rendered 
earlier administration of antitoxin possible, had resulted 
in a reduction in the case mortality. In 1922, 96 cases were 
treated in hospital, of which 18 proved fatal; the figures 
for 1923 were 159 and 19 respectively. In all these cases 
antitoxin was administered. 


Overcrowding in London Area. 

Mr. THURTLE asked the Minister of Health if any statistics 
were available as to the number of rooms in the London 
County Council area which were occupied by four or more 
persons.—Mr. N. CHAMBERLAIN replied: The number of 
rooms in the administrative county of London occupied by 
private families at an average density of four or more 
persons per room was 18,847 at the census of 1921. No 
tigures are available for any later date. 

Inquiries into Conduct of Panel Doctors. 

Lieut.-Commander KENWORTHY asked the Minister of 
Health whether, as the National Health Insurance Act, 1924, 
required that he should exercise his judicial powers in 
particular cases through special tribunals, whether the 
committees of inquiry set up to consider whether the con- 
tinuance of a practitioner on the medical list would be 
prejudicial to the service were such tribunals; and what 
other tribunals had been prescribed under Section 91 (c) of 
that Act.—Mr. N. CHAMBERLAIN replied: The inquiry 
committees in question are appointed in accordance with 
regulations made under Section 24 (2) of the National Health 
Insurance Act, 1924, and are not governed by the provisions 
of Section 91 of that Act. Regulations made under Section 91 
provide for the submission of disputes of the kind referred 





the body of referees constituted for this purpose, no tribunals 
have been set up under Section 91. 

Lieut.-Commander KENWoRTHY asked the Minister of 
Health whether he was aware that a considerable section 
of insurance practitioners desired to be given a general 
right of appeal in the courts against his decisions ; that this 
desire was recently voiced by a public conference of delegates 
representing not less than 5000 practitioners ; whether he 
had refused to receive a deputation from that conference ; 
and what steps he was taking to allay the widespread feeling 
of discontent which underlay the desire in question.—Mr. N. 
CHAMBERLAIN replied : The answer to the first part of the 
question is in the affirmative. As regards the second part, 
I have received the resolutions passed at the meeting to 
which the hon. and gallant Member refers, though I cannot 
share his estimate of its representative character. The reply 
to the third part of the question is in the affirmative, and 
the reason is that I have already discussed the matter with 
the Insurance Acts Committee of the British Medical Associa- 
tion, which represents the general body of insurance prac- 
titioners. As regards the last part, this question is engaging 
the attention of the Royal Commission on Health Insurance, 
and I do not propose to take any action pending their re port. 

FRIDAY, Dec. LITH. 
Death-rates Among Adults. 
Colonel DAy asked the Minister of Health the death-rate 


amongst adults, men and women separately, also that of 
children, occurring in those European countries of which 


statistics were available, also those occurring in Great 
Britain during the years 1922 and 1923, and to the last 
known date.—Mr. NEVILLE CHAMBERLAIN replied: For 
England and Wales the figures asked for are as follows : 
Death-rates per 1000 living of each sex. 
Age 96 ny ‘ 
wiles. 1922. 1923. 1924. 
M. F. M. F. M. F 
21 and over. 16-7 14-7 15°5 13-4 16-2 14°2 
Under 5 30-2 24°5 24°3 19-6 25-1 20-2 
a 16°5 13°5 14-0 11°3 14-9 12-1 
» we 11-4 9-4 9-7 8-0 10°3 ~ 8-4 
o 20 9-2 7°7 7-9 6°5 8-3 6-9 
o Ss 9-0 75 ry 6-4 8-1 6-7 
M.= Males. F.= Females. 
With regard to Scotland, the hon. and gallant Member 


should address a question to the Secretary for Scotland. 
As regards other European countries, while in certain cases 
figures are available for the numbers of deaths during the 
years in question, no corresponding estimates of population 
appear to be available for the purpose of calculating mortality 
rates, 

Monpbay, Dec. 147TH. 

Cocaine Dens in India. 

Colonel Day asked the Under-Secretary of State for India 
if there were at present any cocaine dens in the northern 
division of Calcutta, and the name of the deputy com- 
missioner in charge of this division ; and how long had he 
occupied that position.—Earl WINTERTON replied : Some 
information as to the illicit traffic in cocaine and the pre- 
ventive action taken is given in the report of the Bengal 
Excise Department, extracts from which I shall be glad to 
have supplied to the hon. Member if he wishes. The 
reports do not contain the specific information asked for in 
the first part of the question, but special inquiry can be 
made if he so desires. The Deputy Commissioner of Police, 
Northern District, Calcutta, is Rai Purna Chandra Lahiri 
Bahadur, who was appointed on March 6th, 1918. 


Poisonous Apple Tree Sprays. 

Mr. RENNIE SMITH asked the Minister of Agriculture 
whether his attention had been drawn to the dangers of 
poisoning arising from the use of certain kinds of sprays 
on apple trees; whether such sprays were being used in 
this country ; and whether he would take steps to warn 
fruit-growers as to sprays which entailed these dangerous 
consequences.—Mr. GUINNESS replied: I have received 
representations from time to time as to the possible risks 
involved by the use of poisonous washes on apple trees. 
Such washes are used in this country, but the applications 
are made so early in the season that the risk of any appreci- 
able quantity of poison remaining on the apples when 
they are gathered is negligible. The results of an inquiry 
into this matter were published in the Ministry’s Journal 
for September last, a copy of which I am sending to the hon. 
Member. 

Mr. RENNIE SMITH asked the Minister of Health whether 
his attention had been drawn to the poisonous spraying of 
foreign apples imported into this country ; what brands of 
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apples were affected ; and what steps he was taking to 


THE LANCET, | 


PARLIAMENTARY 


INTELLIGENCE. (Dec. 19, 1925 1515 








safeguard British consumers of apples.—Sir K. Woop 
replied : Yes, Sir; as stated on June 25th last, the matter 
has been under the observation of my department for a 
number of years. My right hon. friend is sorry to say that 
recent analyses have shown the presence of increased quanti- 
ties of arsenic on certain brands of imported Jonathans. 
The safeguarding of consumers is in the hands of the Port 
Sanitary and other local authorities, whom my right hon. 
friend is reminding of the necessity for strict supervision. 
He is, however, trying to arrange that measures shall be 
taken to effect the removal of the contamination before the 
apples are packed for export to this country. 


Release of Asylum Patient. 

Mr. ROBERT RICHARDSON asked the Minister of Health 
if he would cause inquiry to be made into the case of T. J. 
Hardwick, at present detained as an ex-Service patient in 
Chatham Asylum, Kent; was he aware that his mother 
was anxious to have him out on trial for a month under 
Section 55 of the Lunacy Act; that her own doctor had 
signified to the medical superintendent his willingness to 
look after the son, and that a suitable male nurse was 
available to take care of him while on trial, a course recom- 
mended by a member of the Board of Control ; and would 
he take steps to see that no impediment was placed in the 
way of his temporary release on trial.—Sir KINGSLEY 
Woop replied: My right hon, friend has made inquiries 
in this case. The power to grant leave on trial is vested by 
law in the visitors of the hospital on the written advice of 
the medical superintendent, The superintendent is, however, 
unable to advise the visitors that they should permit Mr. 
Hardwick to be absent on trial. A report made within the 
last few days shows that this is a dangerous patient, who is 
not fit at present to be discharged from institutional care. 
I would like to add that last year this patient was allowed 
out on leave in the care of his mother, but had to be brought 
back on the following day to the institution. 


Constitution of the General Medical Council. 

Lieut.-Commander KENWorRTHY asked the Prime Minister 
if the Lord President of the Privy Council had been 
approached by any section of the medical profession with 
regard to the constitution of the General Medical Council; 
and what steps, if any, he had taken or proposed to take 
in this matter.—Major HENNEssy (Vice-Chamberlain of the 
Household) replied : The reply to the first part of the ques- 
tion is in the negative, and my noble friend, the Lord 
President of the Council, considers that the case for action, 
as suggested in the second part, does not, therefore, arise. 


Powers of the General Medical Council. 

Mr. Basti Petro esked the Prime Minister whether he 
would consider the necessity of amending Sections 26, 28, 
and 29 of the Medical Act of 1858, in view of the obscurity 
of the procedure under the Act and the confusion of the 
powers of examining colleges and bodies and the General 
Medical Council, whereby persons whose names had been 
removed from the Register were required by the General 
Medical Council to prove that they possessed degrees of 
which they had been deprived, in consequence of the General 
Medical Council having removed them from the Register, 
before their names could be restored to the Register. 
Major HENNEssSyY replied « I am asked by my noble friend, 
the Lord President of the Council, to state that he is informed 
that there is no difficulty in interpreting the sections of the 
Act of 1858 to which my hon. friend refers. It must be 
remembered that the General Medical Council cannot confer 
medical degrees or qualifications, nor can it annul such when 
once conferred. Moreover, it cannot place a man on the 
Register unless he possesses a degree or qualification. When, 
therefore, a practitioner has been deprived of his degree or 
qualification by the body which originally conferred it, 
that body must restore it before the General Medical Council 
can reverse its own previous decision. 

Mr. Basti PETO asked whether, when the General Medical 
Council removed any person from the Register for reasons 
given, the consequence was that the colleges or other 
examining bodies automatically withdrew that person’s 
degree. If that were the case, how could such a person 
get on to the Register again, unless the original examining 
body acted in the matter.—Major HENNEssy replied that 
he must have notice of that question.—Mr. PETo pointed 
out that that was the original question on the paper. 


Infant Mortality at Market Drayton. 

Sir CHARLES OMAN asked the Minister of Health whether 
he was aware that the high infant mortality of Market 
Drayton still persisted and had persisted for 10 years or 
more ; would he now publish the recommendations for its 
diminution made by the report of his medical inspector, 
omitting those which he considered confidential if there 
were any such; and, if not, would he send another medical 
inspector to inspect and report.—Mr. N. CHAMBERLAIN 
replied: I am aware that the infant mortality-rate in 
Market Drayton has generally been in excess of the average 





rate for the whole country, although this has not always 
been the case in the past ten years. As regards the second 
part of the question, I would refer my hon. friend to my 
previous answers on this subject. The county council are 


taking steps to provide a new infant welfare centre in this 
district, and the further inspection suggested in the last 
part of the question does not, therefore, seem to be necessary. 


Treatment of Consumptives in Scotland. 

Mr. Scurr asked the Secretary for Scotland whether he 
could state which local authorities in Scotland afforded 
sanatorium and other treatment to tuberculous persons 
without charge.—Sir J. GILMOUR replied : No local authority 
in Scotland, so far as I am aware, makes a charge to tuber- 
culous patients or their relatives for sanatorium or other 
treatment provided by the authority. 

TUESDAY, Dec. 15TH. 
Tuberculosis Hospital near Bristol. 

Captain GUNsTON asked the Minister of Health whether 
he was aware that the proposal of the corporation of Bristol 
to use Blaise Castle as a tuberculosis institution for advanced 
cases was strongly opposed by the inhabitants of Henbury, 
whose houses, school, &c., surrounded Blaise Castle, and 
would he have this matter further inquired into.—wSir 
K. Woop replied : My right hon. friend has received a letter 
from the Henbury Parish Council objecting to this proposal, 
In the event of the Bristol Corporation applying for his 
approval to the use of the premises for the treatment of 
tuberculosis, this objection will be considered. My right 
hon. friend is advised, however, that there is no ground for 
considering that a properly conducted institution for the 
treatment of tuberculosis is an any way a danger to the 
health of the community among whom it is situated, and 
that no risk is incurred by living in the immediate neigh- 
bourhood of such an institution. 

Institutional Treatment of Neurasthenia. 

Mr. ROBINSON asked the Minister of Pensions the number 
of men in receipt of institutional treatment for neurasthenia, 
where the hospitals were situated, and what was the estimated 
total yearly cost of providing treatment for pensioners 
suffering from neurasthenia.—Major G. C, TRYON replied ; 
The number of men in receipt of in-patient treatment for 
neurasthenia in the first week of the present month was 
1809. The yearly cost of the treatment given in Ministry 
hospitals for this class of case is approximately £250,000, 
The following are the hospitals: Craigleith, Edenhall, 
Scotland ; Castle Leazes, Newcastle; Harrowby Camp, 
Grantham; Saltash, Plymouth; Coombe Park, Bath: 
Ewell, Epsom; Orpington, Kent; Leopardstown Park, 
Dublin; and Craigavon, N. Ireland. 

Disease Germs in Public Vehicles. 

Colonel APPLIN asked the Minister of Transport whether 
he was aware that public vehicles were upholstered in rep, 
velveteen, and other soft and clinging material, and whether. 
as such material collected dirt and disease germs, and 
broadcasted them among the passengers, he would take 
steps to ensure the use of leather or other washable material 
in future.—Colonel W. ASHLEY replied : This is a matter for 
the individual licensing authorities, but I will bear in mind 
the suggestion that my hon. and gallant friend has made, 

Deaths of Seamen, 

Dr. Watts asked the President of the Board of Trade 
whether he had received a resolution, adopted by the Council 
of the Royal Sanitary Institute, based on resolutions passed 
at a congress of that institution at Liverpool in July, 1924, 
to the effect that the classification in the Report of Deaths 
of Seamen, published by the Board of Trade, was antiquated 
and should be remodelled ; and whether he was taking any 
steps in respect to this resolution.—Sir P. CUNLIFFE-LISTER 
replied : [ have received a resolution from the Royal Sanitary 
Institute and also their detailed suggestions regarding the 
death statistics of seamen. The Permanent Consultative 
Committee on official statistics has appointed a special 
subcommittee to advise whether any alteration in the classi- 
fication of these death statistics is necessary. 

Pensions for Neurasthenia. 

Mr. ROBINSON asked the Minister of Pensions the numbe1 
of officers and other ranks that had been in receipt of pension 
for neurasthenia for four years or more ; how many of these 
were in receipt of life pensions; and whether he would 
arrange for the men not in receipt of a final award to be 
boarded with a view to the award of life pensions, having 
regard to the psychological effect that a permanent pension 
would have on their disability.—Major G. C, TRYON replied : 
The number of pensions at present in payment for neuras- 
thenia is about 32,000 of which about 12,000 have been 
awarded for life. Of the balance about 17,000 pensioners 
have been in receipt of pension for four years or more and 
I can assure the hon. Member that the possibility of making 
final awards in these cases is constantly kept in view in 
connexion with the medical re-examination of cases, 
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Appointments. 


Gray, E. E. D., M.B., B.S. Lond., has been appointed Certifying 
Surgeon under the Factory and Workshop Acts for the 
Teddington District of the County of Middlesex. 

University of Sheffield: Wrison, J. B. F., M.B., M.S. Lond., 
F.R.C.S. Eng., to one of the combined posts of Lecturer 
in Surgical Pathology and Assistant Curator of Pathological 
Museum. 





Pacancies. 


For further information refer to the advertisement columns, 
Ascot, Heatherwood Hospital.—Res. Asst. M.O. £300. 
Birmingham City.—Laboratory Attendant. £250. 

Blackburn and East Lancashire Royal Infirmary.—Third H.8. 
£150. 

Bombay, Gokuldas Tejpal Hospital.—Hon. P. and two Hon. 5&.’s. 

Bristol General eli Asst. S. to Ear, Nose, and 
Throat Dept 

Durham, ednecet Hall Sanatorium.—Med. Supt. £850. 

East London Hospital for Children and Dispensary for Women, 
Shadwell, E.—Morning Cas. O. At rate of £120. Also 
H.S. At rate of £125. 

no Garrett Anderson Hospital, 144, Euston-road, N.W.— 

Radiologist. £100. Also Angst he tist. £5 Ss. 

Hospital "for Sick Children, Great Ormond-street, W.C.—Res. 
Med. Supt. £300. Also H.S. £50. 

Huddersfield, Royal Infirmary. Jun H.S. £15 

Ipswich, East Suffolk and Ipswich Hospital. ti. P. and H.S.’s. 
Each at rate of £100. 

Keighley, Victoria Hospital.—Res. M.O. At rate of £180. 

London Temperance Hospital, Hampstead-road, N.W.—Cas. O. 
At rate of £120. 

Manchester Ear Hospital, Grosvenor-square, All Saints.—Hon. 
Res. H.S. At rate of £150. 


Manchester, Monsall Hospital for Infectious Diseases.—Jun. Med. 
Asst £350. 
nandheaee, 


St. Mary’s Hospitals.—Five H.S.’s. 


of £50. 
Middlesex Hospital, Mortimer-street, W.—Dental H.S. At rate 
of £50. 
Norwich, Norfolk and Norwich Hosp.—Res. Anesthetist. 
Plaistow Fever Hospital, E.—Second Asst. M.O. £200. 
Plymouth, Didworthy Sanatorium, South Brent.—Res. M.O. £600. 
Portsmouth Education Committee.—School M.O. _ £7 50. 
Reading, Royal Berkshire Hospital.—Three H.S.’s. At rate of 
£150. Also Hon. Anesthetist. 
_— a ion, Gray’s Inn-road, W.C.—Dist. 


St. Mark’ * Hospital for Cancer, &c., City-road, E.C.— 


St. Mary’ 's Hospital, W.—Asst. M.O. in charge of X Ray Dept. 

Salisbury General Infirmary.—H.S. £150. 

West London Hosp., Hammersmith- rd., W.C.—Hon. Obstet. Reg. 

Westminster Hospital, Broad Sanctuary, S.W.—Obstet. Tutor and 
Registrar. £50. 

The Secretary of State for the Home Department gives notice 
for a Medical Referee under the Workmen’s Compensation 
Act for Falkirk District (Sheriffdom of Stirling, Dumbarton, 
and Clackmannan). Application should reach the Private 
Secretary, Scottish Office, not later than Jan. 5th, 1926. 


Births, Marriages, and Beaths. 


BIRTHS. 


HvuGHes.—On Dec. 9th, at W as kr, Epsom, the wife of 
Alfred Morgan Hughes, M.C., M.I CS. of a son. 

SCHAFFTER.—On Dec. 12th, at Isfahan, Persia, the wife of 
’. M. Schaffter, M.B., F.R.C.S.E., of a son. 

SprrRo,—On Dec. 8th, at Lancaster Gate-terrace, W., the wife of 
Dr. G, E, Spero, of a son. 


MARRIAGES. 


SALISBURY—WRIGHT.—On Dec, 9th, at St. Mary’s Church, 
Broughton, Lines, Walter Salisbury, M.S., M.D. Lond., 
F.R.C.S. Eng., of Grimsby, younger son of Mr. and Mrs. 
F. G. Salisbury, of Bristol, to Constance Mary, only child of 
Mr. and Mrs. Wm. Wright, of Broughten Vale. 


DEATHS. 


— ry Dec. ~~ after short illness, at his residence, 
North Dene, The Park, Beckenham, Walter Beacall Bishop 
(of Alfred Bishop, Ltd. 3 aged 72. 

EpWARDS.—On Dee. 4th, at 137, Withington-road, Whalley 
Range, Manchester, after long illness patiently borne, Emily 
Louisa Frances, the dearly beloved wife of the late John 
Edwards, M.R.C.S., L.R.C.P., late Senior Medical Officer, 
H.M. Prison Service. 

NORBURY.—On Dec. 10th, at “ St. pempects, Eltham, Sir 
Henry Frederick Norbury, K.C.B., M.I F.R.C.S., Hon. 
Surgeon to the King, Inspector- ram “of Hospitals and 
Fleets, Royal Navy (retd.), aged 86 

eee tt ‘On Dec. 13th, Edward Francis Palgrave, M.R.C.S 
F.R.C.P., Cheniston-gardens, Kensington, aged 49. 

lure ny _—On Dec. 10th, at Craigowan, Celinton-road, Slateford, 
Edinburgh, James Ritchie, M.D., in his 85th year. 

N.B.—A fee of 78. 6d. is charged for the insertion of Notices of 

Births, Marriages, and Deaths. 


Each at rate 


£150. 


Obstet. 


Anesthetist. 








Aotes, Comments, and Abstracts. 


DIAGNOSIS OF EARLY NERVOUS 
DISEASE.* 

By Marsorre A. BLanpy, M.B., B.S., 
M.R.C.P. Lonp 


ASSISTANT PHYSICIAN, ELIZABETH GARRETT ANDERSON 
HOSPITAL, 


THE 


Ir is the common experience of neurologists that the 
first manifestations of disease of the nervous system ar 
not sufficiently recognised by practitioners. It is not 
essential for the practitioner to be an expert in the dif- 
ferential diagnosis of organic nervous disease, but he should 
be able to recognise its presence. In neurology perhaps 
more than in any other branch of medicine is a careful 
case-history of paramount importance, and the so-called 
negative symptoms may be especially important. Diagnosis 
can frequently be made on the history alone; indeed, 
frequently has to be made on the history alone, for example, 
in cases of epilepsy and some cases of the post-encephalitic 
syndromes. It is often found by neurologists that some 
early but important symptom has been omitted by the 
patient in giving his history, because he thought it so 
slight and so transient as to be of no significance. Hence 
leading questions must be asked, such as whether there 
has ever been transient double vision, weakness of a limb, 
or even so impressive a symptom as temporary blindness. 
Unfortunately this belief in the triviality of such symptoms 
is sometimes shared by the medical attendant. Sometimes, 
however, a history may be perversely misleading though 
entirely accurate ; for instance, the symptoms of cervical rib, 
a congenital abnormality » may appear at any age, generally 
following a change of occupation to one of increasing 
strenuousness and entailing pulling on the arms. A short 
while ago I had as patient a woman of 45 who had come 
down in the world and who only developed the symptoms 
of cervical rib after going to work in a boarding-house, 
where she had to carry heavy trays and pails up and down 
stairs. 

It is not enough to look for a symptom or sign with a 
name, such as Romberg’s sign or Babinski, or even to be 
satisfied with the presence or absence of the knee-jerk, but 
it is essential to be on the look out for deviations from the 
normal, or differences in the responses of the two sides of 
the body in one individual. The type of knee-jerk is of 
as much importance as its exaggeration or diminution. 
In early paralysis agitans the diagnosis of ‘‘ nervous break- 
down ”’ is frequent in the absence of alteration in the 
reflexes, lack of tremor, and the characteristic rigidity. 
These cases may be labelled hysteria because of their slow- 
ness, their awkward moveme nts, and the uselessness of 
their limbs. Similarly slight ataxia in early cerebellar 
disease may be considered functional in the absence of 
marked organic signs. 


Psychological Changes. 


The first sign of disease of the nervous system may be a 
psychological one—a change of disposition noticed by the 
patient’s friends, and sometimes even apparent to the 
patient himself, but be syond his control. Such an altera- 
tion in character may occur in intracranial tumour, cerebro- 
vascular disease, disseminated — sclerosis, ence phalitis 
lethargica, neuro-syphilis, and to some extent in severe 
cases of subacute combined sclerosis. In intracranial 
tumours there may be change in temperament pre ceding 
the onset of any physical sign, and certainly occurring 
before the patient seeks medical advice. 

During the six years I recently spent as R.M.O. and 
Registrar at the National Hospital for the Paralysed and 
Epileptic, Queen-square, I was increasingly impressed by 
the localising value of the type of temperament displayed 
by patients suffering from tumours of the cerebrum ; each 
type being characteristic of a certain locality. 

Patients with extensive frontal tumours, and especially 
with left-sided ones, are slow and dull. If the corpus 
callosum is involved they tend to be curiously apathetic 
and vegetative. For example, Miss C., a doctor's sister 
had been sent to a convalescent home by the sea for a 
year before admission with the diagnosis of neurasthenia, 
because, 18 months previously, she had had a few fits, 
following which she had become dull, had lost interest in 
what had usually interested her, and had lost all initiative. 
Only when vision began to fail, vomiting accompanied her 
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headaches, and weakness of one side of the body began to 
develop did the nature of her trouble suggest itself to her 
brother. She had a large glioma of the left frontal lobe 
involving the corpus callosum. If the tumour be smaller, 
leaving intact a good proportion of frontal tissue, but 
quickly growing and hence irritating the surrounding 
frontal substance, the patient shows periods of excitability 
with great physical restlessness. He is quick to resent 
and to exaggerate fancied slights, such resentment amount- 
ing at times to delusions of persecution. These patients 
have to be approached with the greatest tact and self- 
control if they are to submit to examination. Time must 
be spent in gaining their confidence, they must be continually 
humoured, and each step of the examination has to be 
explained to them beforehand. If not they may resist, 
even with violence. I remember one man who collected 
his dinner plates and threw them at the nurse who, he 
fancied, had been inattentive. These patients are filled 
with suspicions. They are, however, jocose and facetious 
and inclined to make heavy jokes at which it is wise to 
be amused. They may be the life and soul of the ward. 
Oppenheim gave the name ‘‘ Witzelsucht ”’ to this symptom. 
Sometimes their jokes are quite good. A woman I saw at 
hospital, who had, incidentally, been allowed to go blind 
before seeking medical advice, remarked, on hearing the 
visiting physician mention the number of diopters of swelling 
of her discs, ‘‘ My husband will be amused; fancy plus- 
fours in my eye.” Another woman, who, with frontal 
lobe intact had been a shy retiring creature, was enabled 
through the presence of a tumour in that region to attempt 
coquetry with a member of the staff on his ward round. 

Patients with temporo-sphenoidal tumours, on the other 
hand, are facile, pleasant people, remaining undisturbed 
by alarming symptoms, such as dimness of vision, and soon 
forgetting each headache. They are incapable of taking 
very seriously the gravity of their condition. They are 
friendly, easy of approach, and amused by the examina- 
tion, but seem lacking in depth of character. They are 
quietly behaved and free of spontaneous humour and 
faceti#, nor are they physically restless. 

It is obvious that temperamental changes, occurring 
early as they do, and in persons hitherto normal, are of 
significance, and in addition of definite localising value, 
especially where the physical signs are ill-marked. In 
cerebral-vascular degeneration psychological changes com- 
monly occur in later life, producing the symptoms classed 
under the head of senility; but frequently the sufferer’s 
age hardly entitles them to be classed among the aged. 
Local thromboses causing at the time temporary paralyses 
or aphasias may clear up, leaving some striking alteration 
in disposition or loss of recently acquired accomplishment. 
An instance is a male patient who had been a schoolmaster 
and lay preacher. This man, after recovery from a slight 
stroke, entirely lost his religion, to his wife’s deep distress. 
T,also remember a woman linguist who on recovery was 
unable to speak a word of French, in which language she 
had previously been proficient. 

The smiling euphoria of disseminated sclerosis is almost 
pathognomonic. Once seen it is unmistakable and typical 
of that disease. There are depressed people among suf- 
ferers from disseminated sclerosis, but these are rare. The 
more hopelessly paralysed and incontinent these patients 
get, the more cheerful and patient they seem to become. 
This euphoria is an early, common one, and it may be said 
a merciful symptom. Actual psychoses do, very occasion- 
ally, occur in disseminated sclerosis, as the result of a 
plaque in the cerebral cortex. I have myself seen one 
such case—a girl in the early twenties with delusional 
depressive insanity of recent origin coupled with the typical 
signs of this disease. 

In children, psychological changes following upon ence- 
phalitis lethargica are fairly common. The mental changes 
may be so characteristic as to leave no doubt as to the 
diagnosis ; and yet all history of the actual attack itself 
may be lacking. The psychic changes may or may not be 
accompanied by neurological findings, nor is there any 
correlation between the severity of the mental disturbances 
and the physical signs. Indeed, as a rule, those cases 
showing most disturbance of conduct have the fewest 
physical signs. In two such cases published recently in 
America by B. I. Beverly and Mandel Sherman the interval 
between the appearance of the psychical change and of 
the onset of a Parkinsonian syndrome was in one case 
six months, and in the other two years. Both these children 
were referred by the juvenile court on account of dis- 
obedience, lying, fighting, stealing, and cruelty to children 
and animals; they were said to be entirely uncontrollable. 
One boy had a history of an illness three years previously 
during which he slept a good deal; the history of the 
second was entirely negative. In F. C. Shrubsall’s cases 
of L.C.C. school children, the changes in conduct ranged 
from diminished power of attention at school to mental 
deficiency or to loss of moral sense. In a case of the latter 





quoted, three years after the attack, a girl of 10 took sud- 
denly to lying, stealing, spitefulness, and wanting her own 
way in everything. In this case and in many others the 
intelligence tests showed no lowering of the intellectual 
level. 

Uncontrollable outbursts of involuntary laughing or 
crying may be a symptom of organic brain disease before 
the physical signs of any cerebral lesion become manifest. 
Féré reports the case of an elderly man of 64 who used 
to become convulsed with laughter over trifles and was 
entirely unable to control the performance. <A few months 
later this was followed by first a right and then a left hemi- 
plegia. Patients with cerebral arteriosclerosis causing 
diffused patches of softening especially in the basal regions 
of the brain, likewise often show signs of an abnormal 
emotional state, which is undoubtedly the direct outcome 
of the disease. In these as a rule the stimuli are 
often inadequate and inappropriate, and the outbursts are 
irrelevant to the feelings of the patients. The patients are 
aware of this and resent their helplessness to control them- 
selves, and it often leads to misunderstandings. Dr. S. A. 
Kinnier Wilson tells the story of a man with this affliction. 
He lost his heart to the ward maid; when her father 
demanded his intentions he burst out laughing. 

Cerebral syphilis may often be ushered in by an acute 
psychosis with delusions and hallucinations. 

Occasionally subacute combined degeneration of the cord, 
if running a very rapid course, is accompanied by mental 
symptoms, confusion, depression. I saw a case of this 
nature recently which had been provisionally regarded as 
functional, owing to her mental confusion accompanied by 
somewhat indefinite signs. The disease developed rapidly, 
however, and when I examined her she showed the typical 
signs, with jaundice. Three weeks later the findings were 
confirmed at autopsy. 


cases 


Objective Appearances. 


Quick appreciation of the outward details of a patient's 
appearance and manner is essential to the neurologist, since 
the diseases with which he has to deal are usually much 
more objective than diseases of other systems of the body. 
An accurate diagnosis is often revealed at a glance to the 
trained eye, and only confirmed or perhaps modified by 
the detailed physical examination which follows. A 
waitress was dismissed from her employment for becoming 
slow, her leisurely movements exasperating her employer. 
This poor woman had had an attack of so-called influenza 
six months before. On being questioned she admitted 
having had double vision at the time, but had thought 
nothing of it. What brought her to hospital was the recent 
onset of involuntary tremors in the right hand. In appear- 
ance she was an obvious case of post-encephalitic Parkin- 
sonian syndrome, of hemiplegic distribution. Examination 
confirmed this .diagnosis, and the slowness of gait and 
action that her employer complained of was due to the 
muscular rigidity consequent upon this disease. 

Frequently after an attack of encephalitis lethargica the 
first thing that obtrudes itself into the patient’s conscious- 
ness is that she is getting slow; slow in walking, slow in 
performing any customary act, and she is slow also in 
attributing her condition to any possible illness. A milder 
attack of the disease may leave even less trace. A detailed 
history and minute observation of very slight changes in 
muscle tone, in gait, in the lines and mobility of facial 
expression, may decide the diagnosis and save the patient 
from being labelled functional. In the absence of 
any indicative history in a middle-aged person such 
findings would suggest the idiopathic type of paralysis 
agitans. 

Other objective signs of which the patient is unaware 
are weakness of the emotional movements of one side of 
the face, while the voluntary contraction remains unaffected. 
This is usually an early sign in tumours of the temporal 
lobe, is of great localising value, and is most apparent 
when the patient is chatting. The commencing enlargement 
of the nose, and bones of the jaw, and of the extremities 
in pituitary hypersecretion is obvious to the observer. 
though insidious enough to be unnoticed by the patient or 
his friends. 

J. P. Martin points out that luxuriant iron-grey hair 
without trace of baldness in a man of middle age, the 
subject of some nervous lesion, suggests neurosyphilis. A 
glance should note myosis, inequality of pupils; the toxic 
colour and lack of expression together with the slightly 
inquiring eyebrows of the tabetic. This lack of expression, 
due to loss of tone in the facial muscles, is quite charac- 
teristic and cannot be confounded with that of the Parkin- 
sonian, in whom it from hypertonus and 
mobility. 


arises loss of 


Subjective Symptoms. 


Subjective symptoms are very important in early nervous 


disease. These sensations frequently precede the appear- 
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ance of a paresis or sensory loss, and may be misconstrued. 
When one thinks of the intricacies of motor codrdination 
that are performed by means of the pyramidal tract, for 
instance, it is clear that clinical tests can only disclose crude 
defects. The first sign of the impairment of some skilled 
acquired movement can be apparent to the patient alone. 
A man with a slow-growing endothelioma of the left frontal 
and rolandic areas was aware that his writing had deterio- 
rated, whereas at the time the physical examination was 
negative. In F. M. R. Walshe’s series of cases of poly- 
neuritis following upon diphtheritic infection of wounds, 
the patients in many cases were already aware of fatigue 
of the legs and aching of the calf muscles on exertion with 
painful cramps at night, when clinically only tenderness of 
these muscles could be found. Such symptoms may 
precede by weeks the disappearance of the tendon-jerks ; 
indeed, the latter undergo a preliminary exaltation. In 
cases of polyneuritis and frequently in tabes and subacute 
combined, the ankle-jerks disappear before the knee-jerks. 
I would therefore emphasise the desirability of adding the 
ankle-jerk to the routine neurological examination of any 
case. I would also like to interpolate here a plea for more 
precision on the part of the medical profession in general 
in the use of the term “‘ neuritis.”” Any vague and intract- 
able pain is called neuritis, usually as a cloak of ignorance 
and a placebo to the patient, who is immediately proud 
to think she is suffering from something so high-sounding 
and at the same time she knows, from the discussions of 
her friends, that she need not expect a rapid cure. Fibro- 
sitis is a longer word, can be uttered with due significance, 
and is at least more likely to be accurate. The term 
‘ neuritis ’’ should be reserved for interstitial neuritis, such 
as brachial neuritis, sciatica, &c. Diphtheritic polyneuritis 
would be more correctly termed ‘“ neuronitis * as the 
whole neurone including its spinal cord termination is 
involved. 


Pain.—When patients complain of pain, the nature of the 
pain, its duration, and its localisation is important. Farquhar 
Buzzard maintains that an accurate description of lightning 
pains is diagnostic. He says the pains are a sharp stab at 
right angles to the limb in which they occur, and they may 
be present for months or years before the onset of any of 
the physical signs of tabes. In spinal tumours again the 
nature of the pain felt is suggestive of the diagnosis. There 
is almost invariably a definite thermal element in addition 
to the constricting element ; that is, they feel a band round 
the affected part which is “‘ burning hot,’’ usually, some- 
times cold, or both hot and cold. Fixed intractable pains 
of central spinal origin occur in disseminated sclerosis, in 
syringomyelia, and in other cord lesions. It is necessary 
to differentiate pain from an organic source from sensations 
of neurasthenic origin. These latter are usually described 
as pains, but questioning will elicit that they are rather 
unpleasant sensations than true pains. 


Headache is an early symptom in many nervous diseases. 
Persistent severe headache, unyielding to treatment, in a 
young adult should suggest syphilis as the cause. A man 
who had been treated symptomatically for headache when 
young at the National Hospital returned ten years later a 
well-marked case of tabes. True headache must be dif- 
ferentiated by the history from neuralgia, and the cephalic 
sensations so common in neurasthenia and psychasthenia, 
and in women at the menopause. The ‘ headache ”’ in 
these cases proves to be not painful at all, but is a feeling 
of pressure, of fullness, a weight or a band round the head, &c. 
It is present on waking and improves as the day draws on, 
the reverse of what happens in the organic type. However, 
true paroxysmal headaches of a migrainous nature frequently 
do occur in women for the first time at the menopause. 
They may be accompanied by vomiting and coincide with 
the period of menstruation, and are probably due to a 
compensatory hyperplasia of the pituitary. In many of 
these cases the sella turcica is partially bridged over, which 
may interfere with the enlarging of the gland and so cause 
the symptoms. 

Migraine should, of course, give rise to no confusion. 


Sleep is frequently disturbed at the onset of many nervous 
illnesses. The man suffering from cerebral syphilis is 
drowsy by day, but mildly delirious by night. The man 
with a pituitary tumour yawns in your face, or falls asleep 
during your examination. Even those interesting cases of 
narcolepsy have almost certainly an organic basis. In 
these cases the pituitary fossa is abnormally small. A girl 
in the twenties complained that she was always falling 
asleep, but more especially when she laughed would sleep 
suddenly overcome her. She would “ dog-nap,”’ as she 
called it, over her work, and once she laughed when cycling, 
and immediately fell both asleep and off. 

In the acute stages of encephalitis lethargica the patients 
may be almost impossible to rouse, or they may suffer from 
sleeplessness and restlessness by night, attaining in some 
instances to the wildest maniacal delirium. 





Fits may be the first intimation of organic nervou 
disease of the brain. They occur as a first symptom in 
definite number of cases of disseminated sclerosis whe: 
there is cortical or subcortical involvement. I have noy 
a patient suffering from disseminated sclerosis who wa 
quite well until she had a fit 11 years ago. After the fi 
she had diplopia and weakness of one limb, both of whic! 
cleared up. The diagnosis at that time was “ nervou 
breakdown.” I have seen several other cases of dissemi 
nated sclerosis who have had fits from time to time through 
out the course of their disease. More frequently fits occu 
as an early symptom in intracranial tumour, and ma) 
precede the physical signs of tumour for many years. On 
boy had fits, apparently of a generalised epileptic nature, 
since the age of 15 years. These generalised fits becany 
gradually interspersed with local seizures until these formed 
the majority and he rarely lost consciousness. He stil 
had no physical signs that might not be attributed to the 
frequency of the fits, nor had he any papillcoedema until just 
before he was operated on at the age of 25, when a hug: 
endothelioma weighing about 200 g. was removed from 
his right frontal area. That interesting type of seizure, 
the temporo-sphenoidal fit, may occur in both idiopathi 
epilepsy and in organic intracranial lesions of this region. 
and in the case of tumours the attacks may precede by 
months the onset of any physical sign of tumour. These 
attacks are liable to be considered purely of psychological 
origin, so that a brief description of them here may not be 
out of place. The attacks consist of an olfactory aura, 
sometimes attended by a gustatory aura and followed by 
what is known as the dreamy state. The smell is usually 
nauseous, resembling that of burning feathers or organic 
matter, more rarely it is pleasant. In one case removal 
of a tumour resulted in the change of a pleasant to an 
unpleasant smell. I think the following description in the 
patient’s own words is better than anything I can say. 
(The rather unusual style of the language is due to his being 
a Dane.) “I get a sort of feeling like a taste in my mouth. 
It is not exactly nasty, but it is not nice. I have a smell 
at the same time of similar nature. I then get a sensation 
as if I were living in a second or third world of life, when 
this other life happens I know it. I want to remember 
the occurrences in between (i.e., when normal), but I can- 
not. I usually hear a melody to start with; I know the 
melody at the time, but I cannot remember it afterwards. 
I often hear voices, men’s and women’s voices, who are not 
behaving haphazard; there is some point and sequence 
in what they are doing and saying. And I remember an 
old voice scolding and a little child’s voice. I can see the 
people, and I know whether they are sympathetic or anti- 
pathetic to each other, and I know who they are during the 
attack, but after I cannot recollect.” 


Disturbances of Vision. 


Sudden unilateral blindness is commonly a first sign of 


disseminated sclerosis. It may precede the general attdck 
by as long as 20 years or more, but is often not mentioned 
unless inquired for. Again, a history of blindness may be 
given when what has actually occurred has been a complete 
ptosis. These patients seem unable to realise that they 
can still see. he ptosis may occur in hysteria, when it is 
usually bilateral, in neoplasm of the skull or brain, in 
syphilis, myasthenia gravis, and at the onset of encephalitis 
lethargica, A history of diplopia is highly significant. It 
is an early symptom in a large number of organic nervous 
diseases, and is comparatively rare in hysteria, where if 
there be multiplicity of vision it is more commonly a poly- 
opia. The patient is conscious of diplopia when the causal 
ocular palsy is so slight as to be almost or quite impossible 
to detect by the gross methods at our service. 


Conclusion, 


I would like, in conclusion, to protest against that termino- 
logical abomination in diagnosis the ‘‘ nervous breakdown.”’ 
What is a nervous breakdown ? In my personal experience 
among diseases thus diagnosed have been intracranial 
tumour, disseminated sclerosis, encephalitis lethargica, 
cerebral syphilis and neurisyphilis, paraplegia, cerebro- 
vascular disease, psychosis, hysteria with or without 
paralyses, neurasthenia. What happens when nerves break 
down is Wallerian degeneration; but this physiological 
fact does not appear to be in the mind of the physician 
who makes this facile and meaningless diagnosis. ‘ 


Two positive suggestions I would make are (1) that 
ophthalmoscopic examination of the fundus oculi should 
be part of the routine examination of every patient; (2) 
that lumbar punctures should be done in cases of suspected 
nervous disease. A properly carried out qualitative and 
cytological examination, including the Wassermann reaction, 
yields information upon which the diagnosis of the nature 
of the disease often rests and negative findings are of an 
almost equal value. 





